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ABSTRACT
Using multiple regression analysis, this study analyzes the impact of state-level
adolescent reproductive health statutes on rates of teenage pregnancy, birth and abortion rates.
This study also analyzes the impact that adolescent reproductive health policy outputs have had
on teenage pregnancy outcomes between 1992 and 2008, and the disparate impact of policies on
minority teens.
While some preventive adolescent reproductive health policies are found to impact teen
pregnancy outcomes, most research findings pertain to the impact of abortion policy. Restrictions
on minors’ access to confidential prenatal care are associated with reduced rates of teen abortion
while restricting access to contraceptive services is associated with increases in teen abortion.
Surprisingly, states with more family planning program spending are found to have been less
effective in reducing rates of teen pregnancy and births between 1992 and 2008. Abortion
restrictions are found to decrease rates of teen abortion and increase rates of teen birth. Mandated
parental involvement in minors’ abortions is found to increase rates of teen birth and contributed
to a slower rate of decline in teen abortion between 1992 and 2008.
This study indicates disparate impact of both preventive adolescent reproductive health
policies and restrictive abortion policies. Restrictive abortion statutes were found to have an
exceptionally strong positive effect on rates of Black teen birth, with a moderate impact on
Hispanic teen birth and no impact on White teen birth.
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CHAPTER ONE: INTRODUCTION
Teen sexual activity is a complicated and sometimes taboo issue for policymakers
(Luker, 1991; Card, 1999; Boonstra & Nash, 2000; Coles et. al, 2010; New, 2011). While there
is little dispute that teenage pregnancy is a significant health and social policy concern, state
policies differ markedly with regard to adolescent sexual and reproductive health (Ellertson,
1997; Guttmacher Institute 2011a-e; New, 2011). This study examines whether differences in
state adolescent reproductive health policy approaches can be predictably associated with teen
pregnancy outcomes.

Significance of the Study Problem
A broad array of policies impacting the sexual and reproductive health of adolescents
exists across the United States. State policies differ in the degree to which minors are permitted
to consent to reproductive health services such as sexually transmitted disease (STD) testing and
treatment, birth control, and abortion (Ellertson, 1997; Boonstra & Nash, 2000; Jones &
Boonstra, 2004; Dailard, 2003; Guttmacher Institute 2011a-e). State policies also differ with
concern to public education curricula regarding sexual health (Santelli, 2006; Santelli et. al,
2007; Guttmacher Institute 2011a-e). While it is characteristic of U.S. adolescent health policies
to be made with concern for discouraging teen sexual activity (Luker, 1991; Ellertson, 1997;
Henshaw, 1995; Card, 1999), some states give recognition to the sexual health needs of minors
who engage in sexual risk behaviors by promoting access to preventive reproductive healthcare
and information (Card, 1999; Boonstra & Nash, 2000). While there is a great deal of research on
teenage pregnancy, childbearing and abortion (Geronimus, 1999; Coley & Chase-Landsdale,
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1998; Card, 1999, Jones & Boonstra, 2004), a literature review has failed to identify any studies
dealing with state adolescent reproductive health policies as a predictor of teen pregnancy
outcomes, defined as pregnancy rates, birth rates, and abortion rates (Guttmacher Institute,
2006b).
The existing research on this topic focuses almost exclusively on abortion restrictions for
teens (Cartoof & Klerman, 1986; Blum et. al, 1987; Haas-Wilson, 1992; Ohsfeldt, 1994;
Henshaw, 1995; Meier, 1996; Haas-Wilson, 1996; Ellertson, 1997; Medoff, 2002; Reddy &
Swain, 2002; Joyce & Colman, 2006; Coles et. al, 2010; New, 2011). Accordingly, this study
will seek to determine whether a state’s policy approach to other aspects of teen reproductive
health, including policies that provide teens access to preventive healthcare and education, has an
impact on teen pregnancy outcomes. Using a national dataset, this study will also attempt to
evaluate whether state adolescent reproductive health policies have a disparate impact on
minorities and whether state policies have affected the change in teen pregnancy outcomes
during the years in which the majority of these policies were established, between 1992 and
2008.

Teen Pregnancy
Teen births often result in poor outcomes for teen mothers and their babies, limit the
career options and earning potential of teen mothers, and present a tremendous cost to the public
(Henshaw, 1998; Hoffman, 2006; Guttmacher Institute, 2006a). Teen mothers are more likely to
drop out of school, rely on government assistance, and have contact with child protective
services than women who give birth as adults (Manlove et. al, 1997; Manlove et. al; 1998;
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Guttmacher Institute, 2006a). In addition, teen mothers tend to receive late or no prenatal care,
and, consequently, babies born to teen mothers are more likely to have a low birth weight or
suffer other adverse health outcomes (Klepinger et. al, 1999; Hueston et. al, 2008). In the U.S.,
thirty-one percent of women become pregnant at least once before they reach the age of 20
(Guttmacher Institute, 2006a). In total, about 750,000 U.S. teens become pregnant each year
(Darroch et. al, 2001). Teenage pregnancy remains more common in the U.S. than in other
industrialized nations (Spitz et. al, 1996; Card, 1999; Singh et. al, 2000; Darroch et. al, 2001). In
2006, the U.S. pregnancy rate for teens aged 15-19, calculated to include births, abortions and
fetal losses, was 71.5 per 1000 (Guttmacher Institute, 2006b) compared to a pregnancy rate of
25.7 per 1000 for teens of the same age in France, and 18.8 percent in Germany (Advocates for
Youth, 2010). Teen pregnancy rates are higher among Black and Hispanic teens than White teens
(Guttmacher Institute, 2006b).
Policy approaches for dealing with the negative impact of teen pregnancies have
addressed multiple dimensions of the issue. Efforts in the 1980’s focused primarily on prenatal
and parenting support for teen mothers (Card, 1999). In the 1990’s, efforts trended toward
preventive clinic, community, and educational programs aimed at encouraging young women to
postpone parenthood until adulthood (Card, 1999). Various programs and policies have been
developed to address teen pregnancy that focus on reducing behavioral risk factors for it
(Suellentrop, 2011). These programs take many forms, and a large body of research on
characteristics of effective teen pregnancy prevention programs now exists (Kirby, 2004;
Suellentrop, 2011).
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A major rift has existed among proponents of teen pregnancy education programs, with
many promoting contraception and safer sex practices, while others focus exclusively on the
benefits of abstinence from sexual activity until marriage (Luker, 1991; Card, 1999; Santelli et.
al, 2006). This disagreement has dominated the policy debate over teen pregnancy in the U.S.
(Santelli et. al, 2006). Efforts to find common ground on teen pregnancy prevention gained
momentum in the 1990’s, when the non-profit organization, the “National Campaign to Prevent
Teen and Unplanned Pregnancy,” was formed at the urging of President Clinton (Card, 1999).
Since its inception, the national campaign has sought to present unbiased information regarding
teen pregnancy and to publish research findings of evidence-based prevention (Card, 1999;
Kirby, 2004). For the most part, it is widely acknowledged by researchers, advocates and
mainstream medical organizations that ideally, no teen should become pregnant before she is
ready to become a parent, and that primary prevention of teen pregnancy through delay of sexual
activity or the use of contraception are the ideal methods to accomplish this goal (Henshaw,
1998; Kirby, 2004; Coles et. al, 2010; Suellentrop, 2011).
Both educational and clinic-based teen pregnancy prevention interventions seek to reduce
sexual risk behaviors and to encourage abstinence from sexual activity (Suellentrop, 2011). In
addition, these interventions seek to educate teens on the correct and consistent use of condoms
and other forms of birth control (Philliber et. al, 2002; Blake et. al, 2003). A number of
experimental evaluations of curriculum-based and clinic-based interventions have been
undertaken, though most are quite dated (Philliber et. al, 2002; Campbell et. al, 1999; Vincent et.
al, 1987; Koo et. al, 1994; Grossman et. al, 1999). The national campaign’s annual review
summarizes findings of both experimental and quasi-experimental program evaluations of
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educational teen pregnancy prevention programs (Kirby, 2004; Suellentrop, 2011). The most
recent review (2011-2012) notes that effective programs fall into five broad categories: (1)
curriculum-based education programs which emphasize both abstinence and contraception, (2)
service-learning programs which keep young people actively engaged in their communities, (3)
youth development programs which incorporate a focus on planning for the future, (4) parent
programs which emphasize a dialogue on sex and related topics, and (5) community-wide
programs which include public service announcements, health fairs, and encourage involvement
from the entire community (Suellentrop, 2011). Programs characterized as effective tend to be
those with a comprehensive approach to teen pregnancy prevention, emphasizing all aspects of
sexual health, including abstinence from sexual activity, in addition to risk reduction strategies
such as condom use and the correct use of birth control (Kirby, 2004; Suellentrop, 2011).

Theoretical Context
The conceptual framework for this study rests on a theorized association between policy
outputs and health outcomes, in accordance with the program evaluation literature (McDavid &
Hawthorne, 2006; Martin & Kettner, 2010). The independent variables in this research;
adolescent reproductive health policies; are conceptualized as health policy outputs and are
theorized to be associated with teenage pregnancy outcomes, defined as teenage pregnancy, birth
and abortion rates. The program evaluation literature has long emphasized the critical linkages
that can be made between policy or program outputs and policy or program outcomes (McDavid
& Hawthorne, 2006; Martin & Kettner, 2010). The “Expanded Systems Model,” (Martin &
Kettner, 2010) or an “open systems” model of design and evaluation form the basis of logic
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models and theorized association between outputs and outcomes (McDavid & Hawthorne, 2006).
The theoretical framework is fully described in Chapter 2.

Research Questions
1. Do state adolescent reproductive health policies affect teen pregnancy outcomes?
2. Do state adolescent reproductive health policies differentially affect minority teen
pregnancy outcomes?
3. Do state adolescent reproductive health policies affect teen pregnancy outcomes over
time?

Scope of the Study
State-level data on the population of the 50 U.S. states will be used to analyze the
relationship between state adolescent reproductive health policy outputs and teenage pregnancy
outcomes. Restrictive policy outputs are defined as statutory limits on the ability of minors to
consent to services and/or mandated parental involvement in reproductive health decisions.
Restrictive policies are further defined by any statutory limits on reproductive health information
provided to teens, either in health settings or public schools. Permissive policy approaches are
identified as statutory grants of authority over reproductive health decisions to minors.
Permissive policies are further defined as statutory guarantees of accurate or comprehensive
reproductive health information in health settings or in public schools, which compares to the
statutory restrictions on sexual health information often found in policies mandating abstinence
instruction.
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CHAPTER TWO: LITERATURE REVIEW AND CONCEPTUAL
FRAMEWORK
State Policies
State policies that constitute a state’s approach to adolescent reproductive health policy
can be grouped into three broad categories: (1) consent to preventive reproductive healthcare, (2)
sexual health education in public schools, and (3) access to healthcare pertaining to pregnancy
(Guttmacher Institute 2011a-e). States play a central role in developing policies to outline the
rights of teens with regard to their reproductive health. There is substantial variation in policies
across the U.S. This section describes the mechanisms for legislating adolescent reproductive
health policies, the most common state-level policies impacting adolescent reproductive health, a
summary of trends in teenage pregnancy outcomes, the demographic indicators influencing teen
pregnancy, and the conceptual framework for this study.

Policymaking
The literature review in this section focuses on a body of research that emerged in the
early 1990’s regarding restrictions on teen access to healthcare (Luker 1991, Henshaw 1995,
Haas-Wilson 1992, Haas-Wilson 1996). This emergence in scholarly literature regarding the
impact of limiting minors’ access to healthcare began shortly after the Supreme Court upheld
parental consent and notification requirements in 1992 (New, 2011). The Planned Parenthood
of Southeastern Pennsylvania v. Casey U.S. Supreme Court ruling (1992) enabled states to
legislate abortion policy, and put adolescent reproductive health restrictions at the forefront of
reproductive health policies in the states (New, 2011).
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The policies discussed in this section are conceptualized as health policy outputs, defined
as policies that either encourage or discourage particular health behaviors (Rutten et. al, 2003).
These policies are developed in three primary ways: (1) in the state legislative process, (2) in the
ballot initiative process, (3) by a governor’s executive order.

State Legislatures
State legislatures play the leading role in developing policies that impact teen access to
healthcare (Haas-Wilson, 1992; Boonstra & Nash, 2000; Guttmacher Institute, 2013). Since the
1992 Casey decision, state legislatures have advanced numerous policies impacting teen access
to reproductive healthcare and information (Coles et. al, 2010; New, 2011; Guttmacher Institute,
2013). Such adolescent reproductive health policies developed in state legislatures include those
pertaining to access to contraception, sexuality education policies in public schools, and access
to confidential pregnancy services (Guttmacher Institute, 2013; Boonstra & Nash, 2000). The
appropriations process can also play a significant role in the development of programs impacting
the health and well-being of teens, including Medicaid (Haas-Wilson, 1992).

Ballot Initiatives
Ballot initiatives are another common vehicle for policymaking. They may be initiated by
citizens or more typically, by advocacy groups, providing a direct path to policymaking through
the petition process (Gray & Russell, 2008; Collins & Oesterle, 1995). The ballot process is also
commonly initiated by state legislatures (Gray & Russell, 2008; Collins & Oesterle, 1995).
Because the nature of ballot initiatives is to amend state constitutions, they are much more
difficult to undo than if they were to be implemented in other ways (Collins & Oesterle, 1995).
8

Ballot initiatives have been a critical vehicle for restrictions on teen access to reproductive
healthcare and information, and of particular importance in the development of policies
mandating parental notification for abortion (Joyce et. al, 2006, Green & Ecker, 2004). Several
states have also avoided the implementation of such laws when such initiatives failed to pass a
vote by the electorate, including California and Oregon (Cole, 2006; Gordon, 2006).

Executive Orders
Executive orders from governors play a critical role in policy formulation that impacts
teen access to healthcare and information (Gray & Russell, 2008). The rejection of federal
abstinence-only education funding via the Title V program is a noteworthy example of the
importance of executive orders. Nearly half of all states eligible for such funding currently do not
accept it because of the governor’s position on the funding stream (Institute for Research &
Evaluation, 2010).
Regardless of their path to policy, adolescent reproductive health policies are widereaching and have significant consequences for teens seeking reproductive health information or
services.

Policy Outputs
The policy outputs under consideration in this study fall into three broad categories: (1)
consent to preventive reproductive healthcare, (2) sexual health education in public schools, and
(3) access to healthcare pertaining to pregnancy (Guttmacher Institute 2011a-e). Under these
categories fall many common policies that dictate the rights of adolescents with regard to their
reproductive health. These policies are discussed below.
9

Consent to Preventive Reproductive Healthcare
There is considerable variation across U.S. states with regard to the degree of access to
reproductive health services available to minors. In particular, states vary in the extent to which
teens are permitted to access care confidentially, or without the involvement of a parent or
guardian. Federal law does not explicitly guarantee the right of minors to access any health
services without the involvement of their parents (Boonstra & Nash, 2000; Jones & Boonstra,
2004). However, some states have proactively enacted what is known as a “mature minor” rule,
which extends rights to minors deemed sufficiently mature or intelligent to make healthcare
decisions for themselves (Dailard, 2003; Boonstra & Nash, 2000). Other states have enacted laws
explicitly permitting minors to access reproductive health services such as contraception and
STD testing and treatment (Jones & Boonstra, 2004). The terms of these guarantees vary
considerably across U.S. states (Boonstra & Nash, 2000; Jones & Boonstra, 2004; Guttmacher
Institute, 2011c). Both state policies and the types of funding streams received by state providers
can dictate if and how minors have access to reproductive healthcare (Cheng et. al, 1993;
Dailard, 2003; Jones & Boonstra, 2004). Specifically, clinics receiving federal Title X family
planning funding are encouraged to provide services to adolescents (Jones & Boonstra, 2004).
The available research suggests that service confidentiality is of vital importance for
teens in determining whether they will seek care. A 1993 survey in Massachusetts found that a
majority of teens had reproductive health concerns that they wished to keep from their parents,
and 25% said that they would forgo or delay care in some circumstances if they were required to
involve their parents (Cheng et. al, 1993). A 1995 study of Philadelphia 9 th graders found that
two of their most important concerns about healthcare providers were respect for teens and
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confidentiality (Ginsberg et. al, 1995). A randomized trial in 1997 found that a sample of
California high school students were more likely to disclose health concerns to providers who
were able to guarantee confidentiality, and were also more likely to report that they would
continue to access services from that provider (Ford et. al, 1997). A 2002 study in Wisconsin
noted that in 2001, ten states had considered mandatory parental involvement for minor girls to
obtain contraceptives (Reddy et. al, 2002). This study attempted to determine the impact of such
statutes and surveyed a sample of 950 girls, all younger than 18 and seeking services at Planned
Parenthood health centers. The survey found that a staggering 59% of girls would stop using
reproductive health services altogether, delay testing or treatment for STD’s (including HIV), or
would selectively stop using services if such a measure were enacted (Reddy et. al, 2002).
Interestingly, 11% of girls reported that they would forgo or delay testing or treatment for
STD’s, even though the survey made it clear that the law would only impact their ability to
access contraceptives. Though somewhat dated, this body of research confirms that
confidentiality may be an important consideration for many teens considering reproductive
health services and suggests that state statutes play a role in the adolescent decision making of
reproductive health. It further suggests that policy outputs that are not necessarily intended to
impact teen pregnancy rates may inadvertently do so, as illustrated by Reddy et. al’s (2002)
finding that restrictions on contraceptive access may affect the likelihood that teens would access
other services, such as STD testing.

11

STD Testing & Treatment
All 50 states currently guarantee the rights of minors to access STD testing without the
involvement of their parents. However, the terms of these guarantees vary considerably across
states (Guttmacher Institute, 2011d). Eleven states have a minimum age requirement for services
to be delivered without parental involvement, generally 12 or 14 years of age, and 18 states
permit doctors to inform the parents if they believe doing so would be in the minor’s best
interests (Guttmacher Institute, 2011d). Many states explicitly include HIV testing as a right for
minors, while some do not specifically guarantee access to HIV tests, leaving a gray area for
providers (Meehan et. al, 1997; Guttmacher Institute, 2011d). Evaluations of confidentiality for
minors overwhelmingly indicate that minors are less willing to access STD testing and treatment
if confidentiality cannot be guaranteed (Cheng et. al, 1993; Ginsberg et. al, 1995; Ford et. al,
1997; Meehan et. al, 1997; Reddy, et. al, 2002), but it is unclear whether such state statutes have
led to an increase in adverse reproductive health outcomes, such as teenage pregnancy.
It is important to note that this study does not use teen STD rates as an outcome variable.
The dependent variables focus exclusively on pregnancy outcomes. While the dependent
variables in this study are not directly related to STD testing, it is possible that restrictions on
teen access to STD testing could have an indirect effect on teenage pregnancy outcomes. The
same teens at risk of infection are likely to be at risk of pregnancy.

Contraceptive Services for Minors
Most U.S. states explicitly grant minors access to contraceptive services without the
involvement of their parents. Twenty-one states have statutes permitting all minors to seek
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contraception without involvement of their parents (Boonstra & Nash, 2000; Jones & Boonstra,
2004; Guttmacher Institute, 2011c). Twenty-five state statutes grant minors access to
contraceptive services, but only under certain circumstances (Guttmacher Institute, 2011c).
These circumstances include: age restrictions or “mature minor” standards, married minors, high
school graduates, minors who are currently or who have ever been pregnant, and when the
healthcare provider deems it to be in the best interests of the minor’s health to provide
contraception (Boonstra & Nash, 2000; Jones & Boonstra, 2004; Guttmacher Institute, 2011c). It
should be noted, however, that even in states with an explicit policy, physicians may continue to
prescribe contraceptives to teens (Guttmacher, 2011c). This is particularly true if the state allows
minors to consent to other related health services, such as STD testing and treatment
(Guttmacher, 2011c).
Federal and state governments have subsidized contraceptive services via a number of
family planning programs. At the national level, the largest family planning program is through
Title X of the Public Health Service Act, which provides grants directly to states, and to nonstate organizations, such as community health organizations, regional family planning
associations, and Planned Parenthood organizations (Sonfield & Gold, 2012). Title X programs
explicitly encourage grantees to provide services to teens (DHHS, 2011). Medicaid programs are
a state-federal partnership, providing insurance to many low-income families, which include
family planning services and supplies. Federal block grants through the Maternal Child Health
(MCH) program also make additional funding available to state agencies and require a state
match of three dollars for every four received from the federal government (Sonfield & Gold,
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2012). Finally, many states have state-specific funding programs designed to reach low-income
women and teens with contraceptive services and supplies (Sonfield & Gold, 2012).
Levels of funding for family planning services differ across states, and it is likely that
such funding plays a role in teen pregnancy outcomes. It is well-documented that publicly
funded family planning services decrease unintended births for adult women (Gold, et. al 2009;
Finer & Zolna, 2011). Research shows that funding for family planning programs decreases both
rates of unintended birth and abortion for adult women (Finer & Henshaw, 2001). Studies
focused on the impact of Medicaid and other family planning programs on preventing teen
births are less numerous and had mixed findings (Gold, et. al, 2005; Yang & Gaydos, 2010;
Stanger-Hall & Hall, 2011). One study found that Medicaid waivers, in particular, have a
negative impact on teen birth rates (Yang & Gaydos, 2010) while a 2011 study reexamined the
issue and found no correlation (Stanger-Hall & Hall).

Sexual Health Education for Minors
Beginning in the 1970’s, states began crafting legislation to require human sexuality
education in public schools, largely over concern about HIV/AIDS and preventing teen
pregnancy (Guttmacher Institute, 2011e). Most U.S. states now have specific statutory
requirements for the instruction and content of human sexuality education programs in schools.
Among those states mandating instruction of sexuality education, there are vast differences in the
age mandated for instruction, the content of programs, requirements for parental involvement in
instruction, and the focus of the programs (Santelli, 2006; Guttmacher Institute, 2011e). Certain
federal funding streams have also impacted the instruction of sexuality education in schools.
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Abstinence education funding streams, which first emerged in the U.S. in the early 1980’s
(Santelli et. al, 2006), require that funded programs leave out information about condoms and
contraception to focus exclusively on encouraging teens to postpone sex until marriage
(Trenholm et. al, 2007; Santelli et. al, 2006). The longest standing source of abstinence funding,
Title V of the Social Security Act, continues to fund abstinence education programs in 28 U.S.
states (Institute for Research & Evaluation, 2012). In 2010, the Obama Administration launched
an additional grant program for teen pregnancy prevention that funds comprehensive sexuality
education programs (HHS 2010). The “Teenage Pregnancy Prevention” program provides grant
assistance, not directly to states, but to eligible organizations willing to implement one of several
evidence-based teen pregnancy prevention curriculums in communities (HHS 2010).
Abstinence-only education funding streams are known to have altered the focus of
sexuality education programs in schools. Between 1995 and 2002, as federally funded abstinence
education programs began making their way into schools and communities across the U.S., the
percentage of U.S. teens having received formal instruction about contraception declined
dramatically. Additionally, the report found that among those teens receiving information about
contraceptives, the information was often received after they had already become sexually active
(Santelli et. al, 2007). A 2011 study found that states with abstinence education policies have
higher rates of teen births (Stanger-Hall & Hall, 2011).
A state’s approach to sexuality education in schools may impact teen pregnancy rates
because certain programs are known to be more effective than others (Kirby, 2004; Suellentrop,
2011). Specifically, programs focusing exclusively on abstinence have been shown to have little
impact on the sexual behaviors of adolescents, while particular comprehensive sexuality
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education programs containing medically-accurate information about contraception have been
shown to be effective in promoting both abstinence and safer sex practices (Trenholm et. al,
2007; Philliber et. al, 2002; Campbell et. al, 1999; Vincent et. al, 1987; Koo et. al, 1994;
Grossman et. al, 1999). For years, it was said that the “jury is still out” on abstinence-only
education interventions (Card, 1999; p. 266). In 2007, a nationally-representative, experimental
evaluation of four common abstinence education interventions concluded that abstinence
education programs, as implemented under federal funding programs, are ineffective (Trenholm
et. al, 2007). A number of U.S. states continue to provide abstinence education under Title V
abstinence education programs. Some states have implemented additional restrictions on the
types of sexuality education permitted to be offered in public schools in accordance with
abstinence education funding guidelines (Taverner, 2008; Guttmacher Institute, 2011e). Other
states have pursued a comprehensive sexuality education curriculum in public schools all along.
In the early years of Title V abstinence funding, several governors announced their intention not
to apply for funds in order to pursue state comprehensive sexuality education programs in
schools (Kerhl, 2005). By 2010, 22 states had rejected Title V abstinence funding (Institute for
Research & Evaluation, 2010).

Pregnant Minors & Consent to Healthcare
The third major policy area impacting teen access to reproductive healthcare is access to
healthcare options for minors who are pregnant. There are two primary healthcare options for
pregnant minors: pregnancy continuation and pregnancy termination. While it is well established
in the literature that early prenatal care is important for teens wishing to continue their
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pregnancies (Hueston et. al, 2008), a literature review has failed to identify a study of statutory
access to confidential prenatal care for teens as a predictor of teen pregnancy outcomes. The
impact of teen abortion restrictions on teen pregnancy outcomes, however, is well-studied
(Cartoof & Klerman, 1986; Blum et. al, 1987; Haas-Wilson, 1992; Ohsfeldt, 1994; Henshaw,
1995; Meier, 1996; Haas-Wilson, 1996; Ellertson, 1997; Medoff, 2002; Reddy & Swain, 2002;
Joyce & Colman, 2006; Coles et. al, 2010; New, 2011).

Prenatal Care
Pregnant minors who choose to continue their pregnancies may enroll in prenatal care
without parental involvement in most U.S. states (Boonstra & Nash, 2000). It is not unusual for
states to have conflicting policies that enable pregnant teens to consent to prenatal care, and even
to place their infants for adoption without parental involvement while requiring parental consent
for abortion (Boonstra & Nash, 2000). There is variation in the degree of parental involvement
required for such decisions across the states (Guttmacher Institute, 2011a) and guarantees of
confidentiality of prenatal care for minors vary considerably. A minority of states allow
physicians to notify the minor’s parents if they deem it to be in her best interest. In many cases,
states that do allow minors to consent to prenatal care, the age at which a minor may do so varies
(Boonstra & Nash, 2000).
Maternal/Child health outcomes are not used for this study, as the exclusive focus is on
teenage pregnancy outcomes. While access to prenatal care is not directly related to rates of teen
pregnancy, birth, or abortion, it may have an indirect relationship. When teens have access to
comprehensive reproductive healthcare, it may promote access and availability to a continuum of
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care. The availability of a continuum of care with confidential, trusted providers may facilitate
access to preventive care, regardless of the reproductive health service that is sought out. In early
pregnancy, a teen may be unsure about whether she is pregnant, the gestational age of her
pregnancy, and she may feel conflicted about the pregnancy. Thus, seeking early pregnancy
services may ultimately facilitate either continuation and prenatal care, or termination with
abortion. For this reason, restrictions on both teen abortion and teen prenatal care may have a
similar impact of dissuading teens from seeking care should they believe they will be turned
away or that their parents would be notified. No studies have been identified which use teen
access to prenatal care as a predictor of teen pregnancy outcomes.

Parental Involvement for Abortion
Most U.S. states now mandate parental involvement in minors seeking abortions
(Ohsfeldt & Hohmann, 1994; Guttmacher, 2011b). Involvement ranges from the verbal
notification of one parent to the notarized consent from both parents (Guttmacher, 2011b).
Currently, 36 states have an enforceable parental involvement for abortion statute. In some
states, parental notification or consent statutes have been passed by legislatures but have been
enjoined by a court order, rendering them unenforceable (Guttmacher, 2011b, New, 2011).
Abortion access for minors has been substantially limited by state restrictions on
pregnancy termination targeting all women, and also adolescents in particular (Haas-Wilson,
1992; Henshaw, 1995; Haas-Wilson, 1996; Coles et. al, 2010). A body of research indicates that
restrictions on abortion for minors are linked with dramatic declines in teen abortions (HaasWilson, 1992; Henshaw, 1995; Haas-Wilson, 1996; Coles et. al, 2010), and recent research
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suggests that abortion restrictions targeted at minors also increase rates of teen births (Coles et.
al, 2010; New, 2011). This is not consistent with the impact of restrictive abortion statutes
targeting all women. With the exception of Medicaid funding restrictions, the most common
abortion restrictions such as waiting periods and ultrasound requirements have little impact on
rates of abortion and birth among adult women (Haas-Wilson, 1992, 1996; Medoff, 2002; New,
2011).
The landmark 1973 U.S. Supreme Court decision, Roe v. Wade (1973) found
constitutional protections for the right of women to terminate a pregnancy prior to fetal viability
but was silent on the specifics of state roles in abortion policy. Subsequent U.S. Supreme Courts
ruled that states can play a substantial role in limiting abortion rights. Webster v. Reproductive
Health Services (1989) upheld several Missouri restrictions on abortion, previously believed to
be unconstitutional under Roe v. Wade. Planned Parenthood of Southeastern Pennsylvania v.
Casey (1992) dealt specifically with state restrictions on abortion, upholding the states’ rights to
regulate abortion and permitting state legislatures to impose restrictions on abortion prior to fetal
viability. A large number of restrictive abortion policies are now made at the state level each
year (Guttmacher, 2011; National Abortion Federation, 2012). Parental involvement for abortion
statutes, which specifically impact minors’ access to abortion, now exist in most U.S. states
(Guttmacher, 2011b). Additional restrictions on abortion passed by state legislatures include 2448 hour waiting periods for all women, mandatory ultrasound requirements, mandatory
counseling, and restrictions on healthcare providers or facilities, among others (Guttmacher,
2011). According to the National Abortion Federation, over 500 bills limiting access to abortion
are filed annually in state legislatures (2012). According to the Guttmacher Institute, 2011 was a
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record year for new abortion restrictions. Of the 162 new state laws dealing with reproductive
health, 80 were new laws limiting access to abortion (Guttmacher, 2011). While laws restricting
abortion for all women affect minors in addition to adult women, some research suggests that
such laws have a greater impact on minors given that fewer resources are available to them
(Haas-Wilson, 1992).

Teen Pregnancy Outcomes
Teen pregnancy outcomes are a health outcome theorized to be related to adolescent
reproductive health policy outputs in this research. The term “health outcomes” refers to the
impact that health behaviors have on people, specifically whether the behaviors make the
person’s health better or worse (Rutten et. al, 2003). In this study, teen pregnancy, birth, and
abortion rates are the health outcome under consideration. Such teen pregnancy outcomes are
theorized to be related to health policy outputs with bearing on restricting or promoting positive
health behaviors (Rutten et. al, 2003). For the purposes of this research, positive health behaviors
would include abstinence or safer sex practices and confidential access to health services, all of
which may impact whether teens become pregnant, give birth, or choose abortion.
There is much variation in teen pregnancy outcomes across U.S. states. In 2006, New
Mexico had the highest overall teen pregnancy rate in the U.S. at 93/1000. In contrast, the states
with the lowest teen pregnancy rates, New Hampshire, Maine, and Vermont, had teen pregnancy
rates of 33/1000 (Guttmacher, 2006b).
Between 1970 and 1990, there was a slow but substantial increase in teen pregnancies,
increasing by 21% among women younger than 20 (Ventura, 2000; Moore, 2008; Guttmacher,
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2006b). After abortion had been legalized by Roe v Wade in 1973, abortion rates showed an
increase among teens (Moore, 2008). As a result, despite the rise in teen pregnancies, teen birth
rates remained steady until the 1980’s, as they were offset by an increase in abortion. In the early
1980’s, teen births began to rise, reaching a peak in 1990 (Moore, 2008). By 1991, teen
pregnancy outcomes (pregnancy, birth, and abortion) all started to decline. This decline lasted for
nearly two decades, when teen births alone declined 34% between 1991 and 2005 (Moore,
2008). Between 1992 and 2005, all states reported declines in rates of teen pregnancy, birth, and
abortion. Some states have shown more marked declines than others.

Impact of Education, Income, and Urbanization on Teenage Pregnancy Outcomes
Research indicates that individual and environmental factors influence whether a teen is
likely to become pregnant. Research has identified a strong correlation between teen pregnancy
and the neighborhood in which the teen lives (Coley & Chase-Lansdale, 1998). Specifically,
neighborhoods with higher rates of poverty, lower levels of educational attainment and higher
levels of residential turnover have higher rates of teenage pregnancy (Coley & Chase-Lansdale
et. al, 1998). Some researchers have argued that teenage pregnancy is a byproduct of poverty,
given the disparity between rates of pregnancy among poorer teens (Card, 1999). Urban areas are
more likely to have an abortion provider, and are therefore often associated with higher rates of
both adult and teen abortion (New, 2011). Family characteristics also play a role. Lower levels of
family support and supervision are associated with higher rates of teenage pregnancy (Kirby,
1997). Teen girls that were born to teen mothers have approximately double the risk of becoming
teen parents themselves (O’Connor, 1997). Individual characteristics that may make a teen more
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likely to experience a pregnancy include poor performance in school, dating at a young age,
dating significantly older partners, and engaging in other risky behaviors such as drug and
alcohol abuse (American Medical Student Association, 1998). Childhood victimization is also a
known risk factor for teenage sexual risk-taking and pregnancy (Widom et. al, 1996).

Disparate Impact on Minorities
Substantial racial and ethnic disparities with regard to teenage pregnancy rates are wellknown. Black and Hispanic teenagers are substantially more likely to experience a teen
pregnancy than White teenagers (Guttmacher, 2006b). In 2005, non-Hispanic White teens
between the ages of 15 and 19 had a pregnancy rate of 43/1000. Black teens had a pregnancy rate
of 123/1000 while Hispanic teens had a pregnancy rate of 125/1000 (Guttmacher, 2006b).
Racial minorities are highly concentrated in populations of lower socioeconomic status,
are less likely than other racial groups to have health coverage, and experience economic barriers
to healthcare (Watson, 1993). Several researchers have noted that minority populations are
victims of “institutionalized racism” in the healthcare system (Randall, 1993; Lado, 2001;
Bowser, 2001). In particular, researchers have noted the unequal experience of women of color
in the healthcare system, arguing that the intersection of race and gender can have a devastating
impact on the health of minority women (Bobinski & Epps, 2002; Oberman & Schaps, 1998).
Women of color lack complete access to family planning and other reproductive health services
(Shelton et. al, 1992; Webb, 2004; Sharpe et. al, 2012). Research has found that restrictive
abortion statutes have a disparate impact on minority teens (Haas-Wilson, 1992; Haas-Wilson,
1996; Ellertson, 1997; Ostfeld, 1994; Coles et. al, 2010). A recent study aimed to evaluate the
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impact of abortion restrictions on teen birth rates (Coles et. al, 2010). This study found that
restrictive abortion statutes increased teen births more among Hispanic and Black teens than
White teens. The body of research on institutionalized racism in the U.S. healthcare system, and
the known disparate impact of teen abortion restrictions on minority teens, suggests that
reproductive health policies should be considered not only in terms of aggregate rates of teen
pregnancy, but also in terms of their impact on racial and ethnic groups.

Conceptual Framework
The conceptual framework for this study rests on a theorized association between policy
outputs and health outcomes. The independent variables in this research, adolescent reproductive
health policies, are conceptualized as health policy outputs, which are theorized to influence
teenage pregnancy outcomes. The program evaluation literature has long emphasized the
important linkages that can be made between policy or program outputs and policy or program
outcomes (McDavid & Hawthorne, 2006; Martin & Kettner, 2010). The program logic model,
which is a cornerstone of program evaluation, consists of the following linkages: a problem
statement  goal  resources  activities  outputs  outcomes (Innovation Network).
Implicit in the logic model framework is an association between program outputs and outcomes.
Program logic models are based on the “expanded systems model,” (Martin & Kettner,
2010) or an “open systems” model of design and evaluation (McDavid & Hawthorne, 2006).
Such system approaches see programs as ongoing learning cycles whereby planning, data
collection, analysis and reflection, and an action and improvement cycle comprise an
accountability-based model of program design and evaluation. This study uses an explanatory
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model theorizing that adolescent reproductive health policy outputs are a determinant of teen
pregnancy outcomes along with the control variables of urbanization, income, and education.
The policy outputs under study include confidential teen access to contraception, funding for
family planning services, confidential teen access to STD testing and treatment, teen consent for
prenatal care, the content of sex education in public schools – specifically, comprehensive or
abstinence-only, the number of abortion restrictions in a state – including waiting periods,
ultrasound requirements, Medicaid funding restrictions, mandated counseling, and parental
involvement in a minor’s abortion decision. While race and ethnicity are not used as variables,
they will be used as groups under study, whereby the entire model will be tested for its fit across
White, Black, and Hispanic teenage pregnancy outcomes.
The explanatory model being tested in this study is shown in Figure 1.
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Figure 1 Explanatory Model: Policies (Independent Variables) Impact Outcomes (Dependent
Variables)

Research has found that many dimensions of access to adolescent reproductive health
information and services play into the adolescent decision-making process. This includes
guarantees of confidentiality (Cheng et. al, 1993; Ginsberg et. al, 1995; Ford et. al, 1997; Reddy
et. al 2002), comprehensiveness of health information (Vincent et. al, 2007; Santelli et. al, 2006;
Santelli et. al, 2007; Suellentrop, 2011), and grants of authority over certain reproductive health
decisions (Boonstra & Nash, 2000). While the literature review identified several studies, which
analyze the impact of restrictive abortion statutes on pregnancy outcomes, and a few that
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specifically focused on teens, no studies have been identified which analyzed the contribution of
other aspects of adolescent reproductive healthcare. This includes preventive reproductive health
services and educational programs that are known to reduce the incidence of teen pregnancy.
This may be a significant oversight. While restrictive abortion statutes aimed at teens are likely
to impact decisions made regarding existing pregnancies, access to preventive health services
and comprehensive sexuality education in school may potentially reduce the likelihood that
adolescents will become pregnant at all. The goal of this study is to determine whether certain
state policy outputs have been more successful at reducing rates of teen pregnancy, birth and
abortion than others.
The next chapter describes the independent, dependent and control variables utilized in
this study, the hypothesized relationships between variables and the methodology used to test
them.
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CHAPTER THREE: RESEARCH DESIGN AND MODELING APPROACH
Research Questions
1. Do state adolescent reproductive health policies affect teen pregnancy outcomes?
2. Do state adolescent reproductive health policies differentially affect minority teen
pregnancy outcomes?
3. Do state adolescent reproductive health policies affect teen pregnancy outcomes over
time?

Hypotheses
Section One: The Impact of State Adolescent Reproductive Health Policies on Teen Pregnancy
Outcomes
1. Do state-level adolescent reproductive health policies affect teen pregnancy outcomes?
The hypotheses for section one of the analyses are as follows:

Hypotheses
H1. State-level adolescent reproductive health policies that restrict adolescents from services are
positively associated with teen pregnancy rates.
H2. State-level adolescent reproductive health policies that restrict adolescents from services are
positively associated with teen birth rates.
H3. State-level adolescent reproductive health policies that restrict adolescents from services are
negatively associated with teen abortion rates.
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Section Two: The Disparate Impact of State Adolescent Reproductive Health Policies
2. Do state adolescent reproductive health policies differentially affect minority teen
pregnancy outcomes?
The disparate impact hypotheses focus only on teen birth rates as the dependent variables.
Dependent variables for teen pregnancy and teen abortion are available across three demographic
groups, but there are too many missing cases to make use of all three variables. All data are from
2008. The hypotheses for section two are as follows:

Hypotheses
H4. State-level adolescent reproductive health policies that restrict adolescents from services are
positively associated with Black and Hispanic teen birth rates.
H5. The impact size of state-level adolescent reproductive health policies that restrict
adolescents from services on teen birth rates is larger for minority teens than for White teens.

Section Three: The Impact of State Adolescent Reproductive Health Policies on Teen Pregnancy
Outcomes over Time
3. Do state-level adolescent reproductive health policies that restrict adolescents from
services affect teen pregnancy outcomes over time?
The hypotheses pertaining to the impact of state adolescent reproductive health policies
on teen pregnancy outcomes over time focus on the absolute percentage decline in rates of teen
pregnancy, birth and abortion between 1992 and 2008 as the dependent variables.
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Hypotheses
H6. State-level adolescent reproductive health policies that restrict adolescents from services are
negatively associated with an absolute percentage decline in teen pregnancy rates between 1992
and 2008.
H7. State-level adolescent reproductive health policies that restrict adolescents from services are
negatively associated with an absolute percentage decline in teen birth rates between 1992 and
2008.
H8. State-level adolescent reproductive health policies that restrict adolescents from services are
positively associated with an absolute percentage decline in teen abortion rates between 1992
and 2008.
H9. The positive impact size of state-level adolescent reproductive health policies that restrict
adolescents from services on the absolute percentage decline in teen birth rates between 1992
and 2008 are larger for Black and Hispanic teens than for White teens.

Variables
This section describes the dependent, independent and control variables used in this
study.

Dependent Variables
Teen pregnancy outcomes are the dependent variables in this research. Teen pregnancy
rates are some of the most widely tracked health outcomes and are calculated to include the sum
of births, miscarriages, stillbirths and abortions for teens between the ages of 15 and 19. Teen
birth and teen abortion rates are also relevant for this research and provide a context for
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understanding teen pregnancy not only in terms of its frequency, but in terms of outcomes. Each
section of this analysis uses teen pregnancy outcomes differently in order to provide more
meaningful insight into each of the three research questions. Table 1 summarizes the way in
which the dependent variables are operationalized in section one.
Table 1: Dependent Variables in Section 1: Teen Pregnancy Outcomes
Variable Name and Level of
Measurement
Teen pregnancy rate
Ratio
Teen birth rate
Ratio
Teen abortion rate

Description
In 2008, the number of pregnancies per 1,000 women between the ages
of 15-19.
In 2008, the number of live births per 1,000 women between the ages of
15-19.
In 2008, the number of abortions per 1,000 women between the ages of
15-19.

Ratio

Table 2 describes the way in which dependent variables are operationalized in Section 2.
Table 2: Dependent Variables in Section 2: Birth Rates by Ethnicity
Variable Name and Level of
Measurement
Black teen birth rate
Ratio
Hispanic teen birth rate
Ratio
White teen birth rate

Description
In 2008, the number of live births per 1,000 Black women between the
ages of 15-19.
In 2008, the number of live births per 1,000 Hispanic women between the
ages of 15-19.
In 2008, the number of live births per 1,000 White women between the
ages of 15-19.

Ratio

Table 3 describes the way in which dependent variables are operationalized in Section 3.
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Table 3: Dependent Variables in Section 3: Percentage Difference in Teen Pregnancy Outcomes
between 1992 and 2008
Variable Name and Level of
Measurement
Change in teen pregnancy rate
Ratio
Change in teen birth rate
Ratio
Change in teen abortion

Description
The absolute percentage decline in teen pregnancy rates between 1992
and 2008.
The absolute percentage decline in teen birth rates between 1992 and
2008.
The absolute percentage decline in teen abortion rates between 1992 and
2008.

Ratio
Change in teen birth rate – Black
teens

The absolute percentage decline in black teen birth rates between 1992
and 2008.

Ratio
Change in teen birth rate – Hispanic
teens

The absolute percentage decline in White teen birth rates between 1992
and 2008.

Ratio
Change in teen birth rate – White
teens

The absolute percentage decline in Hispanic teen birth rates between
1992 and 2008.

Ratio

Independent Variables
The independent variables in this research are adolescent reproductive health policy
outputs. Most variables are operationalized in terms of their restrictiveness, with the exceptions
of family planning spending and the difference in family planning spending between 1994 and
2010; for dummy variables, permissive policies are coded 0 while restrictive policies are coded
1; for ordinal and interval level variables, higher values correspond with policies that are more
restrictive. For example, parental consent for abortion is operationalized as follows: no
involvement for parents in a minor’s abortion decision is coded 0, notification of one or both
parents is coded 1, and the written consent of one or both parents is coded 2. Table 4 includes all
adolescent reproductive health policy output variables used in this analysis, and the way in which
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they have been operationalized. Independent variables are the same in all three sections of the
analysis.
Table 4: Independent Variables: Adolescent Reproductive Health Policies
Variable Name and
Level of Measurement
Teen Consent for
Contraception
Ordinal

Teen Restrictions for STD
Services
Dichotomous

Public Funding for Family
Planning Programs

Description
Teens are able to consent to contraceptive services without parental
involvement
0. Allows minors to consent to contraceptive services without parental
involvement.
1. Allows minors 12 and older to consent to contraception, allows minors
to consent for health reasons or allows minors to consent to
contraceptive services if a healthcare provider deems the minor
sufficiently “mature.”
2. Only allow minors to consent if they meet a higher age restriction (at
least 14 or 16), have been pregnant or married, or are a high school
graduate. Also, includes those states with no explicit policy on
contraceptive access for minors.
Teens are able to consent to STD testing and treatment services without
parental involvement
0. At any age, minors may consent to and receive STD testing and
treatment services, including HIV testing and treatment, confidentially
and without parental involvement.
1. The state has an age restriction of either of 14 or older for STD services,
or requires parental notification for a positive HIV test. The state
permits doctors to notify parents when minors access STD testing or
treatment, or the state has an age restriction of 16 before accessing
services.
Actual dollars spent on all family funding programs in state in 2010, in
thousands.

Continuous
% Difference in Public
Funding for Family Planning
Programs between 1994 and
2010

Actual percentage change in family planning spending between 1994 and
2010.
(employed only in Section 3)

Continuous
Teen Consent for Prenatal
Care
Dichotomous

Pregnant teens are able to consent to prenatal care for the duration of their
pregnancy without parental involvement
0. Allows pregnant minors, at any age, to access prenatal care
confidentially and without parental involvement.
1. The state has an age requirement (ranging from 14-16) for prenatal care
and requires medical providers to inform parents if the minor’s life or
health is in danger. Also includes states with no explicit policy, or those
that allow physicians to notify parents of a minor’s pregnancy.
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Variable Name and
Level of Measurement
Sex Education in Public
Schools
Dichotomous

State Acceptance of
Abstinence Funds
Dichotomous
Abortion Restrictions
Ordinal

Description
The state provides comprehensive, medically accurate sexuality education to
public school students
0. Requires a comprehensive sexuality education curriculum that is
medically accurate OR requires that sex education (unqualified) be
taught to all students in public schools.
1. Only HIV education is required in public schools, or comprehensive
sexuality education is not required in public schools.
The state accepts Title V abstinence education funds
0. No
1. Yes
The number of restrictions on abortion access for all women
 Restrictions on public funding
 Mandated counseling
 Mandatory waiting period
 Parental involvement (consent or notification)
 Restrictions on private insurance
 Ultrasound required
This variable is coded as follows:
0. No restrictions
1. One restriction
2. Two restrictions
3. Three restrictions
4. Four restrictions
5. Five restrictions
6. Six restrictions

Teen Consent for Abortion

Ordinal

Teens are able to consent to abortion services without parental involvement
0. Allow minors to consent to abortion services without parental
involvement.
1. Requires minors to notify one or both parents prior to an abortion
procedure
2. Requires minors to obtain consent of one or both parents prior to an
abortion procedure. Does not include those states whose notification or
consent provision is permanently enjoined by a court order.

Control Variables
Three control variables are employed to reflect the more common demographic
predictors of teen pregnancy: education, income, and urbanization. Educational attainment and
socioeconomic status have been linked to an increase in the likelihood of teen pregnancy. The
percentage of the population with a high school diploma is used as a control for educational
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attainment while median income is used as a control for socioeconomic status. Evidence
suggesting that urban areas are more likely to have abortion providers, thus facilitating a higher
rate of abortion (New, 2011), makes urbanization an appropriate control variable for this study.
Control variables for sections one and two, which use outcome data from 2008, can be viewed in
Table 3.
Table 5: Control Variables
Variable Name and Level of Measurement
Educational Attainment
Ratio

Description
Percentage of the population with a high school diploma 2008

Urbanization
Ratio

Percentage of the population living in an urban community 2000

Median income
Continuous

Median income earnings 2008

In section three, all dependent variables reflect the difference in a teen pregnancy outcome
between 1992 and 2008. Control variables are employed to reflect the difference in the control
over time. These data are imperfect and are based on what is available. The difference in
urbanization is between 1990 and 2000, the difference in high school graduation rates is between
1990 and 2008, and the percentage difference in median income is between 1992 and 2010.
These variables are displayed in Table 6.
Table 6: Control Variables Section Three
Variable Name and Level of
Measurement
Difference in Education
Ratio
Difference in Urbanization
Ratio
Difference in Median Income
Ratio

Description
Percentage difference in high school graduation rates between 1990 and
2008
Percentage difference in population living in an urban community
between 1990 and 2000
Percentage difference in median income between 1992 and 2010
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Disparate Impact on Minorities
Rather than use state-level population statistics as controls in this analysis, section two of
the analysis focuses exclusively on the disparate impact of restrictive statutes on minority teens.
Regression models for rates of teen birth across demographic groups are built to determine the
relative impact size of restrictive statutes on the teen birth rates of Black, Hispanic and White
teens.

Data Sources
The Guttmacher Institute is a non-profit, non-partisan research organization devoted to
advancing reproductive health outcomes in the U.S. and abroad through policy analysis, social
science research, and public education. As a part of its ongoing commitment to reproductive
health research, the Guttmacher Institute keeps a public database of state-level data on
reproductive health laws, in addition to numerous state-level indicators of reproductive health.
State Policy in Brief (SPIB) spreadsheets are available for adolescent reproductive health statutes
across the U.S. and are maintained by the Guttmacher Institute on a monthly basis to ensure the
most up-to-date information is reflected. The Institute for Research & Evaluation is a non-profit
research group dedicated to providing evaluations of abstinence education programs and keeps
an ongoing list of states that currently accept or reject Title V abstinence funds. U.S. Census data
is used for all control variables.

Unit of Analysis
This study is a state level analysis. The entire population of the 50 U.S. states is used, and
as such, no sampling method is required.
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Data Collection
The Guttmacher Institute provides data on abortion, pregnancy, contraception and
childbearing and is consulted for data on abortion restrictions, teen access to abortion, state
sexuality education policies, pregnancy, in addition to all measures of pregnancy outcomes (teen
pregnancy, birth and abortion rates). All information about state statutes is obtained from the
Guttmacher Institute and operationalized to accommodate the assumptions of linear regression
analysis. It should be noted that state policymaking regarding reproductive health is very active,
with new restrictions going into effect each month. The three control variables used in this study;
educational attainment, urbanization, and median household income, are obtained from the U.S.
Census. Data from 2008 is being used for both educational attainment and median household
income, while 2000 data is being used for urbanization (the last year for which data are
available).

Data Analysis
All three sections of the analysis use regression. Linear regression is being used to
evaluate the impact of the independent variables on the dependent variables for the populations
of the 50 states. The following sections describe the sources of data for this study, the unit of
analysis, the sections of the analysis and procedures used.

Ordinary Least Squares (OLS) Regression
Linear regression is a correlation statistical analysis method, which assesses the impact of
one or multiple independent variables on a dependent variable. In general, linear regression
requires that independent variables be continuous (interval or ratio level) or dichotomous. In
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some cases, it is appropriate to use ordinal level independent variables in linear regression
models. Jaccard and Wan (1996) conclude that, for many statistical tests, using ordinal level
variables as though they were interval-level does not dramatically affect the incidence of Type I
and Type II errors.
Dependent variables must be continuous. Linear regression assumes normality,
continuous variance and the absence of outliers. Multiple regression enables the use of numerous
independent variables on a dependent variable. Multiple regression further enables the use of
control variables.
Ordinary Least Squares Regression (OLS) is the most common type of multiple
regression (Gall, et. al 2007). OLS is a method of regression that assumes that the hypothesized
relationships are linear. OLS is only appropriate when the measure of the dependent variables is
continuous, and when independent variables are either continuous, interval-level or dichotomous
(Gall, et. al 2007). All study variables meet the measurement requirements of OLS, as
independent variables are all either interval, or dichotomous and ordinal level variables have at
least three levels. All outcome and control variables are ratio level (continuous).

Statistical Inferences
In a regression model, the R-Square statistic indicates whether a regression model fits
well. The R-Square statistic indicates the amount of variance in the dependent variables that can
be explained by the independent variables. Beta weights indicate the relative importance of each
independent variable on the dependent variable in the model. It is generally understood that a
Beta weight of <.20 is considered a weak effect, a Beta weight between .20 and .50 is considered
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a moderate effect, and a Beta weight of >.50 is considered a strong effect. The p-value indicates
statistical significance, or the probability that the relationship happened by chance (Gall et. al,
2007). With a statistically significant result, the p-value is low (less than .05 or .10), indicating
statistical significance (Gall et. al, 2007). A p-value of .05 is associated with a 95% confidence
interval, whereas a p-value of .10 is associated with a 90% confidence interval.

Assumptions
OLS regression has four primary assumptions that justify the use of this analytical
method. These are (1) normality, (2) independence, (3) homoscedasticity, and (4) linearity of the
relationships (Gall, et. al 2007). In addition to these four assumptions, another concern for
regression models is that of multicollinearity. These four assumptions and the issue of
multicollinearity are discussed in more detail below.

Normality
Violations of normality compromise the findings of regression analysis, particularly in
regard to confidence intervals and estimation coefficients. It is believed that these data meet the
assumptions of normality because it is generally understood that data sets larger than 30
approach a normal distribution. The Central Limit Theorem posits that the larger the data set, the
closer the approximation to a normal distribution (Gall et. al, 2007). The entire population of 50
U.S. states is used for this analysis, with very few missing cases, and, therefore, the dataset
should approximate a normal distribution. However, undetected skewness or kurtosis in the data
set threatens the integrity of this analysis, and, for this reason, all variables in the analysis are
assessed to determine whether their distribution is normal. To ensure that the data used in this
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analysis does not deviate from a normal distribution, all variables are analyzed using a normal
distribution (Q-Q) plot. Each variable’s ratio of skewness to its standard deviation and kurtosis to
its standard deviation is evaluated to ensure that such ratios fall between -2 and +2. Additionally,
each variable used within the model employs the Shapiro-Wilk test. This test is ideally suited for
small data sets, of 50 or fewer cases.
If it is determined from these procedures that any of the analysis variables substantially
deviates from a normal distribution, a log transformation is employed to normalize the data.

Independence
Issues of independence arise from correlated errors. The Durbin-Watson statistic detects
these issues in a regression model. Violations of independence most commonly arise with timeseries data, or when data are collected from populations in which certain segments of the
population are more similar to one another than from the rest of the population (SPSS webbook,
Chapter 2). The data used in this analysis are not time-series, and issues of independence are not
anticipated to arise. However, the Durbin-Watson statistic is consulted for each regression model
to assure that this is the case. A Durbin-Watson statistic of between 1.4 and 2.6 is anticipated as
sufficient to rule out issues of independence. If the assumption of independence is believed to
have been violated as determined by the Durbin-Watson statistic, it is discussed in terms of its
implication to the model.

Homoscedasticity
Homoscedasticity, or homogeneity of variance, is the assumption that prediction errors
are the same for all values of X. Violations of homoscedasticity make it difficult to determine the
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standard deviation of forecast errors. The risk of violating homoscedasticity is that confidence
intervals may be too wide or too narrow as a result. In order to assure that all analysis variables
meet the assumption of homoscedasticity, a number of graphical approaches are used. SPSS
creates scatterplots of standardized residuals by predicted values (residual versus fitted plot).
This approach helps detection of heteroscedasticity, or a violation of the assumption of
homoscedasticity, and is employed for all independent variables to assure that this assumption is
met. If the assumption is not met, it is discussed in study findings and acknowledged as a
limitation of this research.

Linearity
Violations of the assumption of linearity are extremely serious. If a linear model is
attempted to be fit when the relationships do not fit a linear pattern, the predictions are unreliable
(Gall et. al, 2007). One of the simplest ways to detect a nonlinear relationship is with
scatterplots, which provide visual support for the relationship. Scatterplots of observed versus
predicted values, or residuals versus predicted values, can detect nonlinear relationships. If any
of the observed relationships do not fit a linear pattern, it is either fixed with a nonlinear
transformation (if one is appropriate), removed from the model, or discussed as a limitation of
this research.

Multicollinearity
It is vital to ensure that the variables used in this analysis are not duplicative of one
another or too closely correlated to be considered independent. This is an oft-noted concern in
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regression analysis, termed multicollinearity (Gall et. al, 2007). Several precautions are taken
prior to analysis to assure that multicollinearity is not a concern.
A correlation matrix using all independent and control variables is produced and
evaluated to ensure that no two variables are redundant (correlated at .8 or higher with any other
indicator). In such circumstances, one variable is removed from the analysis. Other variables that
are closely correlated (between .5 and .8) are monitored closely for inclusion in the final model.
SPSS tolerance and Variance Inflation Factor (VIF) statistics are consulted to determine whether
multicollinearity is an issue as the model is developed. Tolerance values under .1 are investigated
and subject to removal from the model. VIF values greater than 10 merit further investigation
and may warrant removal from the model.

Section One
Hypothesis 1
First, the Dependent Variable (DV) of teen pregnancy rates is regressed against the three
Control Variables (CVs) of educational attainment, median income, and urbanization. The RSquare, p-value, and Beta weights are observed. Second, the DV is regressed against each of the
seven Independent Variables (IVs) with the CVs (seven regressions, one for each IV). The RSquare is again observed to determine whether there has been an increase, and the Beta weights
are noted to determine the relative influence. Third, the DV is regressed against all of the IVs
reaching statistical significance and the CVs in one model to determine the relative influence of
IVs and CVs and the cumulative R-Square. Statistical significance is considered to have been
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reached with a p-value of .10. The Beta weights are noted to determine the relative influence of
each IV.
Decision Criterion: The hypothesis is rejected if none of the IVs have a Beta weight of above .05
with a p-value of less than .10. Beta weights lower than .05 OR p-values above .10 are
considered to have no impact on the DV.

Hypothesis 2
First, the Dependent Variable (DV) of teen birth rates is regressed against the three
Control Variables (CVs) of educational attainment, median income, and urbanization. The RSquare, p-value, and Beta weights are observed. Second, the DV is regressed against each of the
seven Independent Variables (IVs) with the CVs (seven regressions, one for each IV). The RSquare is again observed to determine whether there has been an increase, and the Beta weights
are noted to determine the relative influence. Third, the DV is regressed against all of the IVs
reaching statistical significance and the CVs in one model to determine the relative influence of
IVs and CVs and the cumulative R-Square. Statistical significance is considered to have been
reached with a p-value of .10. The Beta weights are noted to determine the relative influence of
each IV.
Decision Criterion: The hypothesis is rejected if none of the IVs have a Beta weight of above .05
with a p-value of less than .10. Beta weights lower than .05 OR p-values of above .10 are
considered to have no impact on the DV.

Hypothesis 3
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First, the Dependent Variable (DV) of teen abortion rates is regressed against the three
Control Variables (CVs) of educational attainment, median income, and urbanization. The RSquare, p-value, and Beta weights are observed. Second, the DV is regressed against each of the
seven Independent Variables (IVs) with the CVs (seven regressions, one for each IV). The RSquare is again observed to determine whether there has been an increase, and the Beta weights
are noted to determine the relative influence. Third, the DV is regressed against all of the IVs
reaching statistical significance and the CVs in one model to determine the relative influence of
IVs and CVs and the cumulative R-Square. Statistical significance is considered to have been
reached with a p-value of .10. The Beta weights are noted to determine the relative influence of
each IV.
Decision Criterion: The hypothesis is rejected if none of the IVs have a Beta weight of above .05
with a p-value of less than .10. Beta weights lower than .05 OR p-values of above .10 are
considered to have no impact on the DV.

Section Two
Hypothesis 4
First, the DV of Black teen birth rates is regressed against each of the seven IVs (seven
regressions). The R-Square, Beta weight and p-values are noted for each regression. Second, the
DV of Hispanic teen birth rates is regressed against each of the seven IVs (seven regressions).
The R-Square, Beta weight and p-values are noted for each regression.
Second, the DV of Hispanic teen birth rates is regressed against each of the seven IVs (seven
regressions). The R-Square, Beta weight and p-values are noted for each regression. Second, the
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DV of Hispanic teen birth rates is regressed against each of the seven IVs (seven regressions).
The R-Square, Beta weight and p-values are noted for each regression.
Decision Criterion: The hypothesis is rejected if none of the IVs have a Beta weight of above .05
with a p-value of less than .10. Beta weights lower than .05 OR p-values of above .10 are
considered to have no impact on the DV.

Hypothesis 5
First, the DV of White teen birth rates is regressed against each of the seven IVs (seven
regressions). The R-Square, Beta weight and p-values are noted for each regression. A chart of
Beta weights is created to compare the relative Beta weights of each of the IVs reaching
significance. The Beta weights for each of the IVs in the regressions on Black teen birth rates
and Hispanic teen birth rates are represented as a percentage of the value for White teen birth
rates. For example, if the Beta weight for Parental Notice for Abortion is .03 for White teens, and
.06 for Black teens, the Beta weight is 200% of the White value.
Decision Criterion: For those IVs reaching statistical significance, all Beta weight values that are
20% higher for the Black or Hispanic value than the White value are considered evidence of
disparate impact. If none of the values for Black and Hispanic teens exceed the White value, the
hypothesis is rejected.

Section Three
Hypothesis 6
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First, the DV of change in teen pregnancy rates is regressed against each of the seven
independent variables (seven regressions). For each regression, the R-Square, Beta weight, and
p-value are noted. Second, the DV is regressed against all of the IVs reaching statistical
significance in one model to determine the relative influence of IVs and the cumulative RSquare. Statistical significance is considered to have been reached with a p-value of .10. The
Beta weights are noted to determine the relative influence of each IV.
Decision criterion: The hypothesis is rejected if none of the IVs have a Beta weight above .05
with a p-value of less than .10. Beta weights lower than .05 OR p-values above .10 are
considered to have no impact on the DV.

Hypothesis 7
First, the DV of change in teen birth rates is regressed against each of the seven
independent variables (seven regressions). For each regression, the R-Square, Beta weight, and
p-value are noted. Second, the DV is regressed against all of the IVs reaching statistical
significance in one model to determine the relative influence of IVs and the cumulative RSquare. Statistical significance is considered to have been reached with a p-value of .10. The
Beta weights are noted to determine the relative influence of each IV.
Decision criterion: The hypothesis is rejected if none of the IVs have a Beta weight of above .05
with a p-value of less than .10. Beta weights lower than .05 OR p-values of above .10 are
considered to have no impact on the DV.

Hypothesis 8
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First, the DV of change in teen abortion rates is regressed against each of the seven
independent variables (seven regressions). For each regression, the R-Square, Beta weight, and
p-value are noted. Second, the DV is regressed against all of the IVs reaching statistical
significance in one model to determine the relative influence of IVs and the cumulative RSquare. Statistical significance is considered to have been reached with a p-value of .10. The
Beta weights are noted to determine the relative influence of each IV.
Decision criterion: The hypothesis is rejected if none of the IVs have a Beta weight above .05
with a p-value less than .10. Beta weights lower than .05 OR p-values above .10 are considered
to have no impact on the DV.

Hypothesis 9
First, the DV of change in Black teen birth rates is regressed against each of the seven
independent variables (seven regressions). For each regression, the R-Square, Beta weight, and
p-value are noted. Second, the DV is regressed against all of the IVs reaching statistical
significance in one model to determine the relative influence of IVs and the cumulative RSquare. Statistical significance is considered to have been reached with a p-value of .10. The
Beta weights are noted to determine the relative influence of each IV.
Second, the DV of Change in Hispanic teen birth rates is regressed against each of the
seven independent variables (seven regressions). For each regression, the R-Square, Beta weight,
and p-value are noted. Second, the DV is regressed against all of the IVs reaching statistical
significance in one model to determine the relative influence of IVs and the cumulative R-
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Square. Statistical significance is considered to have been reached with a p-value of .10. The
Beta weights are noted to determine the relative influence of each IV.
Third, the DV of change in White teen birth rates between 1992 and 2008 is regressed
against each of the seven independent variables (seven regressions). For each regression, the RSquare, Beta weight, and p-value are noted. Second, the DV is regressed against all of the IVs
reaching statistical significance in one model to determine the relative influence of IVs and the
cumulative R-Square. Statistical significance is considered to have been reached with a p-value
of .10. The Beta weights are noted to determine the relative influence of each IV.
Fourth, a chart of Beta weights is created to compare the relative Beta weights of each of
the IVs on each of the three DVs representing the change in teen birth rates across three
demographic groups from 1992 to 2008 (change in Black teen birth rates, change in Hispanic
teen birth rates, change in White teen birth rates). The Beta weights for each of the IVs in the
regressions on Black teen birth rates and Hispanic teen birth rates are represented as a percentage
of the value for White teen birth rates.
Decision Criterion: For those IVs reaching statistical significance, all Beta weight values that are
20%, or more, lower for the Black or Hispanic value than the White value are considered
evidence of disparate impact. If none of the values for Black and Hispanic teens reach 80% of
the White value, the hypothesis is rejected.

Limitations
This study is limited in that teenage pregnancy rates are based on a definition of “teen”
that is inherently limited. Teens are defined as individuals aged 15-19; which excludes teens
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younger than 15, and includes teens aged 18 and 19, who are not minors. This study is also
limited by the lack of state-level data on teen sexual health behaviors such as median age at first
intercourse, median number of sexual partners, use of contraception, use of confidential
reproductive health services, and others. A study on these state-level measures of teen sexual
health behaviors will enhance the study’s ability to provide insight into the ways that adolescent
reproductive health policies impact adolescent reproductive health.
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CHAPTER FOUR: DATA ANALYSIS AND FINDINGS
Data Set
Missing Cases
At initial analysis, three variables had missing cases. These variables were the increase in
Black teen birth rates, the increase in Hispanic teen birth rates and 2008 Black teen birth rates.
Missing cases in all three variables were imputed using EM imputation (Lin, 2010).

Normality
At visual inspection with Q-Q plots, and in consideration of ratios of skewness and
kurtosis to standard deviation, two variables, the Increase in Black Teen Birth Rates and the
Increase in Hispanic Teen Birth Rates, deviated from a normal distribution. Both variables had
significant positive skew. Because both variables contained negative values, a constant of 100
was added to bring all values into a positive range before normalizing both using a log
transformation (Box & Cox, 1964).

Multicollinearity
An analysis to determine whether there was any multicollinearity in the dataset was
conducted. A correlation matrix was generated with all independent variables and control
variables. Table 7 summarizes the results of the correlation analysis.
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Table 7: Correlation Matrix of Independent and Control Variables

Parent
Involve.
Minors’
Abortions
Teen
Consent
Contracept.
Sex Ed.

Parent
Involve.
Minors’
Abortions
Pearson 1.000
Sig.

Teen
Consent
Contracept.

Sex
Ed.

.049
.734

-.277 .617
.051 .000

Pearson
Sig.

1.000

Pearson
Sig.

Abortion
Restrict.

Pearson
Sig.

Accepts
Title V Ab.
Funds

Pearson
Sig.

Teen Restrict.
Prenatal Care

Pearson
Sig.

Teen Restrict.
STD Services

Pearson
Sig.

Family
Planning
Spending

Pearson
Sig.

Urban.

Pearson
Sig.

Abortion Accepts
Restrict. Title V Ab.
Funds

Teen
Restrict.
STD
Services
.043
.766

Fam.
Planning
Spending

Urban. Median
Income

Educ.
Attainment

.025
.862

Teen
Restrict.
Prenatal
Care
-.219
.126

.122
.400

.001
.993

-.366
.009

-.072 .314
.620 .027

.411
.003

.310
.028

.251
.078

-.186
.195

-.083 .102
.568 .483

-.075
.604

1.000
-.292
.039

-.165
.252

.011
.940

-.211
.142

.179
.214

.247
.084

.193
.179

.307
.030

.058
.690

.279
.049

-.168
.243

-.292 -.234
.039 .102

-.214
.136

1.000

-.062
.669

.299
.035

-.052
.722

-.141 -.070
.329 .627

-.307
.030

1.000

.012
.934

-.281
.048

-.183 .110
.205 .446

.261
.067

1.000

-.184
.200

-.087 -.076
.546 .600

.162
.262

1.000

.327
.020

.079
.584

-.413
.003

1.000 .014
.924

-.058
.691

1.000
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-.179
.214

.000
1.000

Parent
Involve.
Minors’
Abortions
Median
Income

Pearson
Sig.

Educ.
Attainment

Pearson
Sig.

Teen
Consent
Contracept.

Sex
Ed.

Abortion Accepts
Restrict. Title V Ab.
Funds

Teen
Restrict.
Prenatal
Care

Teen
Restrict.
STD
Services

Fam.
Planning
Spending

Urban. Median
Income

1.000

Educ.
Attainment

.095
.510
1.000
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No two variables are correlated above .8. The only potentially problematic correlation
was between parental involvement in minors’ abortions and abortion restrictions, at .617.
Variance Inflation Factor (VIF) statistics were calculated such that each independent and
control variable was treated as a dependent variable and regressed against all other independent
and control variables. The intent was to identify tolerance values either under .1 or greater than
.10, which would have indicated possible multicollinearity. Table 8 displays the VIF tolerance
values for each relationship.
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Table 8: Variance Inflation Factor (VIF) for Independent and Control Variables

Variance Inflation Factor (VIF) for Independent and Control Variables

Dependent
Variable
(below)

Parent
Involvem
ent in
Minors’
Abortion
s

Parent
Involveme
nt in
Minors’
Abortions

Teen
Consent
Contrace
ption

Abortion
Restricti
ons

Sex
Ed.

Accep
ts
Title
V Ab.
Funds

2.307

1.339

2.229

1.531

1.571

Teen
Restricti
ons for
STD
Services

Fam.
Planni
ng
Spendi
ng

Urbanizati
on

Medi
an
Inco
me

Educatio
nal
Attainme
nt

2.129

Teen
Restricti
ons
for
Prenatal
Care
2.179

2.295

2.286

2.238

2.306

2.227

1.557

1.408

1.401

1.543

1.543

1.550

1.510

1.555

2.586

2.482

2.518

2.496

2.552

2.383

2.507

2.584

1.318

1.318

1.262

1.254

1.282

1.301

1.251

1.587

1.566

1.644

1.641

1.645

1.470

Teen
Consent
Contracept
ion
Abortion
Restriction
s

1.501

2.521

1.275

1.308

1.319

1.521

1.476

1.581

Sex Ed.
Accepts
Title V
Ab. Funds

1.646
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Teen
Restriction
s for
Prenatal
Care

1.312

1.238

1.352

1.387

1.338

Teen
Restriction
s for STD
Services

1.358

1.341

1.318

1.305

1.298

1.348

Family
Planning
Spending

1.576

1.562

1.570

1.511

1.588

1.581

1.588

1.271

1.292

1.207

1.272

1.305

1.300

1.303

1.259

1.147

1.103

1.112

1.131

1.146

1.145

1.143

1.121

1.143

1.791

1.835

1.853

1.758

1.655

1.827

1.671

1.527

1.855

Urbanizati
on

Median
Income

Educationa
l
Attainment

1.371
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1.380

1.378

1.385

1.368

1.363

1.358

1.360

1.230

1.529

1.554

1.310

1.305

1.310

1.136

1.305

As observed in Table 8, none of the VIF tolerance values fell below .1 or exceeded .10.
Based on the correlation matrix and VIF analysis, it is determined that there are no issues
of multicollinearity in the dataset. Parental involvement in minors’ abortions and abortion
restrictions had the strongest correlation, at .617. This does not warrant removal but does warrant
monitoring. The more weakly associated of the two will be removed should both variables
appear in any one explanatory model.

Descriptive Statistics
Independent variables (IVs) are the same in each of three sections of this analysis. Table
9 summarizes the means, standard deviations and ranges for all IVs.
Table 9: Independent Variables
N

Min.

Max.

Mean

Std.
Deviation

Parent Involvement in Minors’ Abortions

50

1

3

2.34

.772

Teen Consent for Contraception

50

1

3

1.96

.903

Sex Education

50

0

1

.28

.454

Abortion Restrictions

50

0

6

3.04

2.240

Accepts Title V Abstinence Funds

50

0

1

.56

.501

Teen Restrictions for Prenatal Care

50

0

1

.42

.499

Teen Restrictions for STD Services

50

0

1

.66

.479

Family Planning Spending

50 2098.00 605647.00 47305.06

87231.34

% Change in Family Planning Spending between 1994* and
2010*

50

3.90

1598.80

274.93

280.89

*Used only in section three.

The large ranges summarized in Table 9 demonstrate that there is significant variance in
policy environments across U.S. states with regard to restrictions on adolescent reproductive
healthcare. There are no missing cases for any of the independent variables.
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Control Variables (CVs) are the same in sections one and two. Table 10 summarizes the
means, standard deviations and ranges for all three CVs.
Table 10: Control Variables
N
Educational Attainment 50

Min. Max.
79.6

91.7

Mean Std. Deviation
86.5980

3.55071

Median Income

50 36446 66176 50707.82

7849.271

Urbanization

50 38.20 94.40

14.79060

71.5740

Table 10 demonstrates large variance among control variables; evidence of the vast
demographic and economic differences across states. The lowest high school graduation rate
(educational attainment) is 79.6%, while the highest is 91.7%, with a mean of 86.59%. The
lowest median income is $36,446 while the highest is $66,176 with an average of $50,707. The
most rural state (urbanization) had 38.2% of its residents living in an urban area while the most
urban state had 71.5% living in an urban area. There are no missing cases among the CVs.
Table 11 summarizes the means, standard deviations and ranges for all three CVs used in
Section Three of the analysis.
Table 11: Section Three Control Variables
N

Min. Max.

Mean Std. Deviation

% Difference Median Income 1992-2008

50 -24.32 55.68 17.6049

% Difference in Urbanization 1990-2000

50

% Difference in High School Graduation Rates Between 1990-2008 50

-5.58

7.59

19.11642

1.1851

2.62563

4.99 20.54 11.9831

4.07894

The CV’s used in Section Three differ from those used in Sections One and Two. The
intent of these variables is to control for the changes in each CV between 1992 and 2008 and are
calculated as the percentage difference in the variable from 1992 to 2008. The variation in these
CVs is considerable. The minimum value of both the difference in median income and the
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difference in urbanization is negative. This table demonstrates that not only are the demographic
and economic circumstances of states highly varied, but that these circumstances have also
evolved differently over the period studied.

Section One
Table 12 summarizes the means, standard deviations and ranges for each of the
dependent variables in Section One.
Table 12: Section One Dependent Variables
N Min. Max. Mean Std. Deviation
Teen Pregnancy Rate 2008 50

33

93 64.12

14.304

Teen Birth Rate 2008

50

19

64 39.86

11.716

Teen Abortion Rate 2008

50

5

37 14.88

7.064

As in other tables, the variation across states is considerable. The lowest rate of teen
pregnancy in any state is 33 per 1,000 while the highest is 93. Teen abortion rates range from 5
in 1,000 to 37 in 1,000.

H1. State-level adolescent reproductive health policies that restrict adolescents from services are
positively associated with teen pregnancy rates.
The first hypothesis predicts that adolescent reproductive health policies restricting
adolescents from accessing services will be positively associated with teen pregnancy rates. First,
the DV of Teen Pregnancy Rates was regressed against the three control variables. The resulting
model can be viewed in Table 13.
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Table 13: Teen Pregnancy Rates Regressed Against 3 CVs
Beta Std. Error T-test Sig.
Constant
Urbanization
.146
Median Income
-.037
Educational Attainment -.705

36.628 8.285 .000
.097 1.453 .153
.000 -.371 .712
.407 -6.983 .000

R-Square = .537
Adjusted R-Square = .507
F- test = 17.769
Sig = .000
Using a significance level of .10 as the threshold for statistical significance indicates that
there is a 90% probability that the relationship did not happen by chance. Only educational
attainment was statistically significant at p = .10 in this model.
A Beta weight is a relative measure of the strength of an IV on a DV when all other
variables are controlled. In essence, a Beta weight is a measure of the predictive value of each IV
on a DV, controlling for each of the other variables in the model. Beta weights above .5 are
considered strong. Educational attainment had a particularly important impact in this model. A
Beta weight of -.705 indicates a large negative effect of the IV of educational attainment on the
DV of teen pregnancy rates. The negative value indicates that higher levels of educational
attainment are correlated with lower rates of teen pregnancy. This relationship was statistically
significant at .000, indicating that, with more than 99.9% certainty, this relationship did not
happen by chance.
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Because this model had fewer than five IVs, it is appropriate to consult the R-Square. The
R-Square is a measure of the relative variance accounted for by the predictive power of all IVs in
a model and serves as a summary of the relative predictive value of any model. The R-Square
statistic of .536 indicates that the IVs explain 53.6% of the variance in state teen pregnancy rates
in this model. The F-statistic, which is a measure of model fit, was 17.67 with a p-value of .000,
indicating that the overall regression is statistically significant with greater than 99.9% certainty.
Second, the DV of Teen Pregnancy Rates was regressed against all seven IVs. This
model can be viewed in Table 14.
Table 14: Teen Pregnancy Rates Regressed Against 8 IVs
Beta Std. Error

t-test Sig.

Constant
Parent Involvement in Minors’ Abortions .273

9.195 6.289 .000
3.603 1.404 .168

Teen Consent for Contraception

2.557

.032

.200 .842

Sex Education

-.146

4.573 -1.007 .320

Abortion Restrictions

-.169

1.287

-.839 .406

Accepts Title V Abstinence Funds

.304

4.563 1.902 .064

Teen Restrictions for Prenatal Care

-.205

4.420 -1.330 .191

Teen Restrictions for STD Services

-.253

4.378 -1.728 .092

Family Planning Spending

.080

.000

.545 .589

R Square = .280
Adjusted R Square = .139
F-test = 1.992
Sig = .072
Two IVs in this model are found to be statistically significant at p = .10. Acceptance of
Title V abstinence funds had a Beta of .304 and statistical significance of .064, indicating that
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30.4% of the variance in state teen pregnancy rates can be explained by whether the state accepts
Title V abstinence funds. The positive relationship indicates that acceptance of funds is
correlated with higher rates of teen pregnancy. Teen restrictions on STD services had a Beta of
-.253 and statistical significance of .092. The negative relationship indicates that restrictions on
services lead to lower rates of teen pregnancy.
It is appropriate to consult the adjusted R-Square when there are 5 or more IVs. The
adjusted R-Square for this model was .139. This indicates that a model with just IVs explains
13.9% of the variance in teen pregnancy rates, far less than a model with just CVs. The Fstatistic was 1.99 with a p-value of .07, indicating a poorer model fit than a model with just CVs.
The overall regression remains statistically significant at p = .10.
Finally, the DV of Teen Pregnancy Rates was regressed against all CVs and IVs reaching
statistical significance at p = .10. The resulting model is shown in Table 15.
Table 15: Teen Pregnancy Rates Final Regression Model
Beta Std. Error

Constant
Accepts Title V Abstinence Funds

t-test Sig.

39.195 7.842 .000
.040

3.300

.343 .733

Teen Restrictions for STD Services -.076

3.335

-.678 .501

Educational Attainment

-.693

.451 -6.194 .000

R Square = .519
Adjusted R Square = .488
F-test = 16.561
Sig = .000
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As illustrated by Table 15, neither restrictions on teen access to STD services or
acceptance of Title V abstinence funds remained statistically significant at p = .10 when
controlling for educational attainment. The R-Square for this model was .519, slightly lower than
in a model with only control variables. The F-statistic was 16.56 with a p-value of .000,
indicating that a better model fit than the model with only control variables. However, this is not
particularly helpful given that the IVs in the model are not reaching statistical significance at p =
.10 after controlling for educational attainment.
Decision: The hypothesis is not supported.

H2. State-level adolescent reproductive health policies that restrict adolescents from services are
positively associated with teen birth rates.
First, the DV of teen birth rates was regressed against the three CVs. The resulting model
is displayed in Table 16.
Table 16: Teen Birth Rate Regressed Against 3 CVs
Beta Std. Error

t-test Sig.

31.489 7.886 .000

Constant
Urbanization

-.208

.084 -1.969 .055

Median Income 2008

-.085

.000

Educational Attainment

-.666

.350 -6.284 .000

.798 .429

R Square = .489
Adjusted R Square = .456
F-test = 14.699
Sig = .000
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Two variables, urbanization (.055) and educational attainment (.000) are statistically
significant at p = .10. The R-Square statistic for the model was .489 indicating that the CVs
explain 48.9% of the variance in teen birth rates. The F-statistic was 14.70 with a p-value of
.000. Educational attainment had a particularly large Beta weight (-.666).
Second, the DV of Teen Birth Rates was regressed against the 8 IVs. The resulting model
is shown in Table 17.
Table 17: Teen Birth Rates Regressed Against 8 IVs
Beta Std. Error t-test Sig.

Constant
Parent Involvement in Minors’ Abortions .365
Teen Consent for Contraception
-.141
Sex Education
-.162

6.879 4.132 .000
2.696 2.054 .046
1.913 -.955 .345
3.421 -1.227 .227

Abortion Restrictions

.067

.963

.364 .718

Accepts Title V Abstinence Funds

.414

3.414 2.831 .007

Teen Restrictions for Prenatal Care

-.045

3.307 -.321 .750

Teen Restrictions for STD Services

-.170

3.275 -1.273 .210

Family Planning Spending

-.007

.000 -.055 .956

R Square = .399
Adjusted R Square = .282
F-test = 3.406
Sig = .004
Two IVs reached statistical significance at p = .10 in this model. Parental involvement in
minors’ abortions had a Beta of .365 indicating a moderate positive effect, and that the more
parental involvement, the higher the teen birth rates. Acceptance of Title V abstinence funds had
a Beta of .414 indicating a moderate positive effect, and that funding is correlated with higher
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rates of teen birth. The adjusted R-Square for this model was .282, indicating that the model can
explain 28% of the variance in teen birth rates. The F-statistic was 3.41 with a p-value of .004,
indicating a poorer fit than the model with only control variables but still statistically significant
at p = .10.
In the final regression model, the DV of Teen Birth Rates was regressed against all IVs
and CVs reaching statistical significance at p = .10. Acceptance of Title V abstinence funds was
removed from the model after the p-value exceeded .10 at introduction of the CVs. This model
can be viewed in Table 18.
Table 18: Teen Birth Rates Final Regression Model
Beta Std. Error

t-test Sig.

33.450 6.281 .000

Constant
Urbanization

-.205

.080 -2.028 .048

Educational Attainment

-.585

.358 -5.398 .000

Parent Involvement in Minors’ Abortions .243

1.642 2.241 .030

R Square = .533
Adjusted R Square = .456
F-test = 17.523
Sig = .000
After controlling for urbanization and educational attainment, parental involvement in
minors’ abortions has a Beta of .243 indicating a moderate positive effect. The R-Square in the
final model is .53, indicating that the model can explain 53% of the variance in teen birth rates.
The F statistic for the final model was 17.52 with a p-value of .000, indicating better model fit
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than a model with only CVs and a model with only IVs. Higher levels of parental involvement
are associated with higher rates of teen birth.
Educational attainment had a Beta of -.585 indicating a strong negative effect. Higher
rates of high school graduation are negatively correlated with teen birth rates. Urbanization had a
Beta of -.205 indicating a moderate negative effect. Higher levels of urbanization are correlated
with lower rates of teen birth.
Decision: The hypothesis is supported.

H3. State-level adolescent reproductive health policies that restrict adolescents from services are
negatively associated with teen abortion rates.
First, the DV of teen abortion rates was regressed against the three CVs. The resulting
model can be viewed in Table 19.
Table 19: Teen Abortion Rates Regressed Against 3 CVs
Beta Std.Error t-test Sig.

Constant
Urbanization

.653

Median Income 2008

.088

Educational Attainment -.090

19.726 .208 .836
.052 5.957 .000
.000

.798 .429

.219 -.820 .417

R Square = .449
Adjusted R Square = .413
F-test = 12.505
Sig = .000
Urbanization was the only CV reaching statistical significance at p = .10. A Beta of .653
indicates a particularly strong positive effect. Higher levels of urbanization are correlated with
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higher rates of teen abortion, and a statistical significance of .000 indicates that, with over 99.9%
certainty, this relationship did not happen by chance. This model had an R-Square of .45
indicating that the control variables can explain 45% of the variation in teen abortion rates. The
F-statistic was 12.50 with a p-value of .000 indicating that the regression is statistically
significant.
Second, the DV of teen abortion rates was regressed against all 8 IVs. This model can be
viewed in Table 20.
Table 20: Teen Abortion Rates Regressed Against 8 IVs
Beta Std. Error

t-test Sig.

Constant

3.769 5.779 .000

Parent Involvement in Minors’ Abortions -.172

1.477 -1.066 .293

Teen Consent for Contraception

.317

1.048 2.317 .023

Sex Education

.026

1.875

.213 .832

Abortion Restrictions

-.437

.528 -2.613 .013

Accepts Title V Abstinence Funds

-.182

1.870 -1.374 .177

Teen Restrictions for Prenatal Care

-.298

1.812 -2.329 .025

Teen Restrictions for STD Services

-.146

1.794 -1.205 .235

.164

.000 1.343 .187

Family Planning Spending

R Square = .481
Adjusted R Square = .395
F-test = 5.563
Sig = .000
Three IVs; teen consent for contraception (.023), abortion restrictions (.013) and teen
restrictions for prenatal care (.025); were found to reach statistical significance at p = .10.
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Teen consent for contraception had a Beta of .317 indicating a moderate positive effect.
Abortion restrictions had a Beta of -.437 indicating a moderate negative effect. Teen restrictions
for prenatal care had a Beta of -.298 indicating a moderate negative effect.
The Adjusted R-Square was .395, indicating that the model explains nearly 40% of the
variance in teen abortion rates. The model explains a smaller but similar percentage of variance
with all IVs than one with CVs (R-Square = .45). The F-statistic was 5.56 with a p-value of .000
indicating that this is a poorer model fit than a model with only CVs, but that the overall
regression is statistically significant.
A final model was creating using IVs reaching statistical significance at p = .10 and
controlling for urbanization. The resulting model is displayed in Table 21.
Table 21: Teen Abortion Rates Final Regression Model
Beta Std. Error

t-test

3.832

.172

.181

.769

1.843

.072

Abortion Restrictions

-.494

.308

-5.060

.000

Teen Restrictions for Prenatal Care

-.159

1.344

-1.677

.100

.501

.045

5.317

.000

Constant
Teen Restrictions for Contraception

Urbanization

Sig.

R Square = .647
Adjusted R Square = .616
F-test = 20.629
Sig = .000
In the final model, all three IVs retained statistical significance after controlling for
urbanization. The Beta for teen restrictions for contraception (.181) was reduced to a weak
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positive effect, with a p-value of .072. The Beta for teen restrictions on prenatal care (-.151) was
reduced to a weak negative effect, with a p-value of .10. The Beta for teen abortion restrictions
(-.494) remained moderate with a p-value of .000.
Teen consent for contraception has a positive impact, rather than the hypothesized
negative impact on teen abortion rates. This relationship indicates that restricting teen access to
contraception increases rates of teen abortion and is an example of a restrictive policy leading to
a poor outcome.
The R-Square is .647 indicating that this model can explain nearly 65% of the variance in
teen abortion rates. The F-statistic was 20.63 with a p-value of .000 indicating a better model fit
than a model with just IVs or just CVs.
Decision: The hypothesis is supported.

Section One: Summary
Hypothesis Testing
Hypothesis 1: State-level adolescent reproductive health policies that restrict adolescents from
services are positively associated with teen pregnancy rates.
Hypothesis 1 is not supported. None of the IVs had a statistically significant effect at
p = .10 on the dependent variable of teen pregnancy outcomes after controlling for educational
attainment.
Hypothesis 2: State-level adolescent reproductive health policies that restrict adolescents from
services are positively associated with teen birth rates.
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Hypothesis 2 is supported. After controlling for urbanization and educational attainment,
parental involvement in minors’ abortions retained a statistically significant effect at p = .10 on
teen birth rates. None of the other IVs retained statistical significance.
While this hypothesis is supported, it is important to note that the control variable of
educational attainment was the most significant predictor in the model.
Hypothesis 3: State-level adolescent reproductive health policies that restrict adolescents from
services are positively associated with teen abortion rates.
Hypothesis 3 is supported. After controlling for urbanization, three IVs retained a
statistically significant effect at p = .10 on teen abortion rates. Restrictions on contraception were
positively associated with teen abortion rates while abortion restrictions and restrictions on
prenatal care were negatively associated with teen abortion rates.

Section Two
Section Two is focused on determining whether restrictive policies have a disparate
impact on rates of Black and Hispanic teen birth. Table 22 summarizes the means, standard
deviations and ranges for all DVs in this section.
Table 22: Section Two Dependent Variables
N

Minimum

Maximum

Mean

Std. Deviation

White Teen Birth Rate

50

8

52

28.72

10.808

Black Teen Birth Rate

50

26

83

58.16

14.414

Hispanic Teen Birth Rate

50

16

123

74.96

23.740
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H4. State-level adolescent reproductive health policies that restrict adolescents from services are
positively associated with Black and Hispanic teen birth rates.
Black Teen Births
First, the DV of Black teen birth rates was regressed against the three CVs. The resulting
model can be viewed in Table 23.
Table 23: Black Teen Birth Rates Regressed Against 3 CVs

Beta
Constant
Urbanization
Median Income 2008
Educational Attainment

.203

Std. Error
48.829
.132

t-test
3.469
-1.496

Sig.
.001
.141

.243

.000

-1.783

.081

-.222

.553

-1.626

.111

R Square = .156
Adjusted R Square = .101
F-test = 2.829
Sig = .049
Of the three CVs, only median income (.081) reached statistical significance at p = .10,
with a Beta of .243 indicating a moderate positive effect.
The R-Square in a model with just CVs was .156, indicating that a small percentage of
the variance in Black teen birth rates can be explained by median income, educational attainment
and urbanization. The F-statistic was 2.829 with a p-value of .049, indicating a statistically
significant regression but relatively poor model fit.
Second, the DV of Black teen birth rates was regressed against the 8 IVs. The resulting
model can be viewed in Table 24.
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Table 24: Black Teen Birth Rates Regressed Against 8 IVs
Beta

Std. Error

t-test

Sig.

8.647

5.777

.000

.073

3.388

.400

.691

Teen Consent for Contraception

-.052

2.404

-.342

.734

Sex Education

-.045

4.300

-.330

.743

Abortion Restrictions

.525

1.210

2.789

.008

Accepts Title V Abstinence Funds

.148

4.290

.994

.326

Teen Restrictions for Prenatal Care

-.054

4.157

-.376

.709

Teen Restrictions for STD Services

-.225

4.116

-1.643

.108

Family Planning Spending

-.062

.000

-.453

.653

Constant
Parent Involvement in Minors’ Abortions

R Square = .373
Adjusted R Square = .251
F-test = 3.048
Sig = .009
Only Abortion Restrictions (.008) had a statistically significant association at p = .10 with
the DV. This variable had a Beta of .525 indicating a strong positive effect.
The Adjusted R-Square in this model was .251, indicating that the IVs explain a larger
percentage of the variance in Black teen birth rates than the CVs. The F-statistic was 3.048 with
a p-value of .009 indicating a better model fit than a model with just CVs.
Third, the DV of Black teen birth rates was regressed against the two variables reaching
statistical significance at p = .10: Median Income and Abortion Restrictions. This model is
shown in Table 25.
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Table 25: Black Teen Birth Rates Regressed Against Median Income and Abortion Restrictions

Constant
Median Income
Abortion Restrictions

Beta

Std. Error

t-test

Sig.

-.144
.523

2.904
.000
.791

16.281
-1.174
4.253

.000
.246
.000

R Square = .301
Adjusted R Square = .329
F-test = 11.536
Sig = .000
Median income (.246) failed to reach statistical significance at p = .10 in this model.
Abortion restrictions remained statistically significant at .000. Abortion restrictions had a Beta of
.523 indicating a moderate positive effect.
The R-Square increased to .301, larger than a model with just CVs or IVs. The F-test
was 11.536 with a p-value of .000 indicating a better model fit than either of the two previous
models for Black teen birth rates.
Finally, the DV of Black teen birth rates was regressed against Abortion Restrictions on
its own. The resulting model can be viewed in Table 26.
Table 26: Black Teen Birth Rates Final Regression Model
Beta Std. Error
Constant
Abortion Restrictions .556

t-test Sig.

2.904 16.281 .000
.772 4.639 .000

R Square = .310
Adjusted R Square = .295
F-test = 21.525
Sig = .000
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In the final model, Abortion Restrictions remained statistically significant at .000,
indicating with over 99.9% certainty that this relationship is not by chance. A Beta of .556
indicates a strong positive effect of Abortion Restrictions on Black Teen Birth Rates such that
more Abortion Restrictions are strongly associated with an increase in Black Teen Birth Rates.
The R-Square (.310) is the largest of any of the previous models. The F-statistic was
21.525 with a p-value of .000, indicating a good model fit and that the overall regression is
statistically significant.
Decision: The hypothesis is supported.

Hispanic Teen Birth Rates
First, the DV of Hispanic teen birth rates was regressed against the three CVs. The
resulting model can be viewed in Table 27.
Table 27: Hispanic Teen Birth Rates Regressed Against 3 CVs

Constant
Urbanization
Median Income 2008

Beta Std. Error t-test Sig.
83.280 2.907 .006
-.029
.221 -.213 .832
.274

.000 -1.985 .053

Educational Attainment -.210

.925 -1.519 .136

R Square = .131
Adjusted R Square = .074
F-test = 2.306
Sig = .089
Of the three CVs, only median income (.053) reached statistical significance at p = .10.
Median income had a Beta of .274 indicating a moderate positive effect.
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The R-Square was .131 indicating that just 13.1% of the variance in Hispanic teen birth
rates is described by median income, educational attainment, and urbanization. The F-statistic
was 2.306 indicating a relatively poor model fit. The overall regression was statistically
significant at p = .10 with a p-value of .089.
Second, the DV of Hispanic teen birth rates was regressed against the 8 IVs. The
resulting model can be viewed in Table 28.
Table 28: Hispanic Teen Birth Rates Regressed Against 8 IVs
Beta Std. Error t-test Sig.
Constant

14.829

3.891 .000

Parent Involvement in Minors’ Abortions .120

5.811

.635

Teen Consent for Contraception

-.183

4.123

-1.165 .251

Sex Education

.161

7.375

1.140 .261

Abortion Restrictions

.367

2.075

1.871 .068

Accepts Title V Abstinence Funds

.382

7.358

2.457 .018

Teen Restrictions for Prenatal Care

-.027

7.129

-.178 .859

Teen Restrictions for STD Services

-.143

7.060

-1.007 .320

Family Planning Spending

-.079

.000

-.555 .582

.521

R Square = .320
Adjusted R Square = .187
F-test = 2.413
Sig = .031
Two IVs, abortion restrictions (.068) and accepts Title V abstinence funds (.018) were
statistically significant at p = .10. Abortion restrictions had a Beta of .367 indicating a moderate
positive effect. Accepts Title V abstinence funds had a Beta of .382 also indicating a moderate
positive effect.
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The Adjusted R-Square was .187, greater than the R-Square in a model with only CVs.
The F-statistic was 2.413, indicating slightly better but similar model fit than a model with only
CVs. The p-value was .031 indicating that the overall regression was statistically significant.
Third, the DV of Hispanic teen birth rates was regressed against all CVs and IVs reaching
statistical significance at p = .10. This model is shown in Table 29.
Table 29: Hispanic Teen Birth Rates Regressed Against Median Income, Abortion Restrictions
and Accepts Title V Abstinence Funds

Constant
Median Income
Abortion Restrictions

Beta Std. Error t-test Sig.
21.429 4.215 .000
-.207
.000 -1.605 .115
.299

1.431 2.218 .032

Accepts Title V Abstinence Funds .252

6.229 1.916 .062

R Square = .279
Adjusted R Square = .232
F-test = 5.922
Sig = .002
Median income (.115) failed to reach statistical significance at p = .10. Abortion
Restrictions (.032) and Accepts Title V Abstinence Funds (.062) remained statistically
significant at p = .10.
The R-Square was .279, exceeding R-Square and Adjusted R-Squared measures for a
model with only CVs or only IVs. The F-statistic was also improved in this model at 5.922. The
p-value was .002 indicating that the overall regression was statistically significant.
Finally, the DV of Hispanic teen birth rates was regressed against the two IVs reaching
statistical significance at p = .10. The final model is shown in Table 30.
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Table 30: Hispanic Teen Birth Rates Final Regression Model

Constant
Abortion Restrictions

Beta Std. Error t-test Sig.
5.543 10.297 .000
.348
1.417 2.602 .012

Accepts Title V Abstinence Funds .252

6.333

1.883 .066

R Square = .238
Adjusted R Square = .206
F-test = 7.350
Sig = .002
In the final model, both variables retained a moderate association with the DV of
Hispanic teen birth rates. Abortion Restrictions (Beta = .348, sig. = .012) had a larger association
than Accepts Title V Abstinence Funds (Beta = .252, sig. =.066). This indicates that larger
numbers of Abortion Restrictions and the decision to accept Title V abstinence education
funding are associated with higher rates of Hispanic Teen birth.
The R-Square in the final model was .238 indicating that state Abortion Restrictions and
acceptance of Title V abstinence education funds explain 23.8% of the variance in Hispanic teen
birth rates. The F-statistic was 7.350 indicating the best model fit for the DV Hispanic teen birth
rates. The p-value was .002 indicating that the overall regression was statistically significant.
Decision: The hypothesis is supported.

H5. The impact size of state-level adolescent reproductive health policies that restrict adolescents
from services on teen birth rates is larger for minority teens than for White teens.
White Teen Birth Rates
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First, the DV of White teen birth rates was regressed against the 3 CVs. The resulting
model can be viewed in Table 31.
Table 31: White Teen Birth Rates Regressed Against 3 CVs

Constant
Urbanization

Beta Std. Error t-test Sig.
28.077 6.959 .000
-.520
.075 -5.102 .000

Median Income

-.172

.000 -1.677 .100

Educational Attainment -.484

.312 -4.720 .000

R Square = .523
Adjusted R Square = .492
F-test = 16.833
Sig = .000
All three CVs, urbanization (.000), median income (.100) and educational attainment
(.000) were statistically significant at p = .10.
The R-Square of .523 indicates that over 52% of the variance in White teen birth rates is
explained by urbanization, median income and educational attainment. The F-statistic is 16.833,
indicating a strong model fit. The p-value indicates with 99.9% certainty that the overall
regression is statistically significant.
Second, the DV of White teen birth rates was regressed against the 8 IVs. The resulting
model can be viewed in Table 32.
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Table 32: White Teen Birth Rates Regressed Against 8 IVs
Beta Std. Error

t-test Sig.

Constant

6.213

3.600 .000

Parent Involvement in Minors’ Abortions .202

2.434

1.162 .252

Teen Consent for Contraception

-.216

1.727

-1.495 .143

Sex Education

-.162

3.090

-1.247 .220

Abortion Restrictions

.219

.869

1.217 .230

Accepts Title V Abstinence Funds

.470

3.083

3.284 .002

Teen Restrictions for Prenatal Care

.051

2.987

.372 .712

Teen Restrictions for STD Services

-.174

2.958

-1.331 .191

Family Planning Spending

-.150

.000

-1.136 .262

R Square = .424
Adjusted R Square = .312
F-test = 3.777
Sig = .002
Accepts Title V Abstinence Funds (.002) was the only IV reaching statistical significance
at p = .10. It had a Beta of .470 indicating a moderate positive effect of the DV.
The model with only IVs had an Adjusted R-Square of .312, indicating that the CVs
explain substantially more of the variance in White teen birth rates than the IVs. The F-statistic
was 3.777 indicating a poorer model fit than the model with only CVs. The p-value of .002
indicates that the overall regression is statistically significant.
Third, the DV of White teen birth rates was regressed against the CVs and IVs reaching
statistical significance at p = .10. This model is shown in Table 33.
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Table 33: White Teen Birth Rates Regressed Against Urbanization, Median Income, Educational
Attainment, and Accepts Title V Abstinence Funds
Beta Std. Error

t-test Sig.

29.167 5.882 .000

Constant
Urbanization

-.485

.073 -4.870 .000

Median Income

-.163

.000 -1.653 .105

Educational Attainment

-.413

.316 -3.978 .000

Accepts Title V Abstinence Funds .226

2.251 2.165 .036

R Square = .568
Adjusted R Square = .530
F-test = 14.809
Sig = .000
All variables retained statistical significance at p = .10 in this model with the exception of
median income.
The R-Square was .568, the highest of any of the previous models for White teen birth
rates. The F-test was 14.809 indicating strong model fit, and the p-value of .000 indicates that the
regression is statistically significant.
Because median income failed to reach statistical significance at .10, it was removed
from the final model for White teen births. The final model includes urbanization, educational
attainment and accepts Title V abstinence funds. This model is shown in Table 34.
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Table 34: White Teen Birth Rates Final Regression Model

Constant

Beta Std. Error t-test Sig.
29.321 5.585 .000

Urbanization

-.487

.074 -4.801 .000

Educational Attainment

-.426

.321 -4.045 .000

Accepts Title V Abstinence Funds .233

2.292 2.194 .033

R Square = .542
Adjusted R Square = .512
F-test = 18.150
Sig = .000
The final model for White teen births had an R-Square of .542 indicating that 54.2% of
the variance in White teen births can be explained by urbanization, educational attainment, and
acceptance of Title V abstinence funds. Urbanization had the largest impact, with a Beta of -.487
indicating a moderate negative effect. Urbanization was statistically significant at .000 indicating
that, with over 99.9% certainty, this relationship did not happen by chance. The second largest
impact was educational attainment, with a Beta of -.426 indicating a moderate negative effect.
Educational attainment was also statistically significant at .000. Accepts Title V abstinence funds
was statistically significant at .033 and had the lowest Beta of .233, indicating a weaker, but still
moderate positive effect on the DV. This indicates that the decision to accept Title V abstinence
education funding is associated with higher rates of White teen birth.
The F-statistic was 18.150 indicating a strong model fit. The overall regression was
statistically significant with a p-value of .000.
Finally, the impact sizes for Black teen birth rates, Hispanic teen birth rates, and White
teen births were compared to determine whether policies that restrict adolescent reproductive
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health services had a disparate impact on minority (Black and Hispanic) teens. A table describing
the Beta weights for each of the IVs reaching statistical significance at p = .10 in Section Two is
shown in Table 35.
Table 35: Impact Size and Significance Levels of Reproductive Health Policies on White, Black
and Hispanic Teens
Abortion Restrictions

Acceptance of Abstinence Funds

Beta

Sig.

Beta

Sig.

White Teen Birth

X

X

.233

.033

Black Teen Birth

.56

.000

X

X

Hispanic Teen Birth

.348

.032

.252

.062

State acceptance of abstinence education funds was found to be positively and
significantly associated with rates of both White and Hispanic teen births. The difference in
impact size for Hispanic teen births was minimal.
Abortion restrictions had a positive impact on the rate of both Black and Hispanic teen
births, without any impact on rates of White teen births. This demonstrates that restrictions on
abortion do indeed have a disparate impact on minority teens. However, other policies were not
found to have a disparate impact in this section.
Decision: The hypothesis is supported.

Section Three
Section three is focused on exploring the impact of restrictive policies over time. Table
36 summarizes the means, standard deviations, and ranges for each of the dependent variables in
section three.
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Table 36: Section Three Dependent Variables Descriptive Statistics
N Minimum Maximum

Mean Std. Deviation

% Difference in Teen Pregnancy Rate 1992-2008

50

-55.91

-20.00 -36.1264

8.37468

% Difference in Teen Birth Rate 1992-2008

50

-52.34

-12.20 -30.7570

9.14605

% Difference in Teen Abortion Rate 1992-2008

50

-65.00

-6.67 -48.7370

11.75640

% Difference in White Teen Birth Rate 1992-2008

50

-79.75

.00 -39.9736

17.64805

% Difference in Black Teen Birth Increase (transformed)

50

1.53

1.87

1.7196

.06440

% Difference in Hispanic Teen Birth Increase (transformed) 50

1.40

2.58

1.9358

.20917

The difference in teen pregnancy outcomes between 1992 and 2008 is modeled as the
percentage difference. Thus, positive values denote an increase in the outcome over time while
negative values denote a decrease.
Teen pregnancy, birth, and abortion rates declined in all states between 1992 and 2008.
Thus, the percentage differences in these three values all have negative minimum and maximum
values. The average decrease in teen pregnancy rates between 1992 and 2008 was over 36%.
There is a significant range between the minimum and maximum values. The largest decrease in
teen pregnancy in any one state was over 55% while the smallest in any one state was just over
20%. Teen birth rates decreased over 30% and had a large range. The largest decrease in teen
births in any one state was over 50%, the smallest in any one state was just 12%. Teen abortion
rates also decreased considerably during this period. The average teen decrease in teen abortion
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rates was over 48%. This variable had the largest range of the three, with a maximum value of a
65% decrease in any one state, and a minimum decrease of just 6% in any one state.
Two variables, the increase in Black teen births and the increase in Hispanic teen births,
needed to be normalized. For both variables, a constant of 100 was applied before the log10
transformation was used. Thus, these two variables no longer have negative values, nor are their
values truly reflective of the Black or Hispanic teen birth rates as is the case with other
dependent variables. A lower value for either of these variables indicates a larger decline in rates.

H6. State-level adolescent reproductive health policies that restrict adolescents from services are
negatively associated with the percentage difference in teen pregnancy rates between 1992 and
2008.
Hypothesis 6 predicts that adolescent reproductive health policies restricting adolescents
from accessing services will be negatively associated with the percentage difference in teen
pregnancy rates between 1992 and 2008. First, the DV was regressed against the three control
variables. The resulting model can be viewed in Table 37.
Table 37: Percentage Difference in Teen Pregnancy Rates 1992 - 2008 Regressed Against 3 CVs
Beta Std. Error T-test Sig.
Constant
% Difference Median Income
.089
% Difference Urbanization
-.069
% Difference Educational Attainment -.075

4.500 -8.535 .000
.065
.493
.318

.606 .548
-.445 .658
.486 .629

R-Square = .021
Adjusted R-Square = -.042
F- test = .336
Sig = .800
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None of the control variables reached statistical significance at p = .10. The model had an
R-Square of .021, indicating that the model explains less than 1% of the variance in the DV. The
F-statistic was .336 with a p-value of .8. The overall regression is not significant.
Second, the DV was regressed against 9 IVs. An additional IV, the percentage difference
in family planning spending 1994 - 2010, was added in this section. All other IVs are the same as
in previous sections.
Table 38: Percentage Difference in Teen Pregnancy Rates 1992 - 2008 Regressed Against 9 IVs
Beta Std. Error t-test Sig.
5.665 -5.989 .000

Constant
-.122

2.301

-.576 .568

.071

1.701

.387 .701

-.062

2.848

-.400 .691

Abortion Restrictions

.092

.793

.434 .667

Accepts Title V Abstinence Funds

.087

2.831

.513 .611

Teen Restrictions for Prenatal Care

.174

2.843 1.027 .311

Teen Restrictions for STD Services

-.266

2.769 -1.683 .100

Family Planning Spending

-.293

.000 -1.860 .070

Parent Involvement in Minors’ Abortions
Teen Consent for Contraception
Sex Education

% Difference in Family Planning Spending 1994 - 2010

.153

.005

.939 .353

R Square = .222
Adjusted R Square = .047
F-test = 1.270
Sig = .283
Two IVs, Teen Restrictions for STD Services (.10), and the Percentage Difference in
Family Planning Spending 1994 – 2010 (.07), were found to reach statistical significance at p =
.10.
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Teen restrictions for STD services had a Beta of -.266 indicating a negative and moderate
impact on the DV. Family planning spending had a Beta of -.293 indicating a moderate negative
effect. More family planning spending is associated with a smaller decline in teen pregnancy
rates.
The model had an Adjusted R-Square of .047, which is very low and comparable to the
R-Square in a model with just CVs. The F-statistic was 1.270 indicating a slightly better model
fit than a model with only CVs. The p-value was .283 indicating that the overall regression was
not statistically significant.
Third, the DV was regressed against the two IVs reaching statistical significance. The
resulting model can be viewed in Table 39.
Table 39: Percentage Difference in Teen Pregnancy Rates 1992 - 2008 Regressed Against Teen
Restrictions on STD Services and Family Planning Spending
Beta Std. Error

T-test Sig.

Constant

2.137 -15.170 .000

Teen Restrictions on STD Services -.182
Family Planning Spending
-.355

2.415
.000

-1.318 .194
-2.575 .013

R-Square = .136
Adjusted R-Square = .099
F- test = 3.685
Sig = .033
In this model, Teen Restrictions on STD services were no longer significant at p = .10.
Family planning spending remained statistically significant (.013).
A final model containing just family planning spending can be viewed in Table 40.
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Table 40: Percentage Difference in Teen Pregnancy Rates 1992 – 2008 Final Regression Model
Beta Std. Error
Constant
Family Planning Spending -.322

T-test Sig.

1.292 -26.834 .000
.000

-2.575 .023

R-Square = .104
Adjusted R-Square = .085
F- test = 5.547
Sig = .023
In the final model, family planning spending retains its statistically significant impact on
the percentage difference in teen pregnancy rates 1992 – 2008 (.023). A Beta of -.322 indicates a
negative and moderate impact on the DV such that higher levels of family planning spending is
associated with a smaller decline in teen pregnancy rates.
The R-Square is .104, indicating that the model explains just over 10% of the variance in
the percentage difference in teen pregnancy rates. The F-statistic is 5.547 indicating the best
model fit of any of the previous models for the percentage difference in teen pregnancy rates.
The p-value of .023 indicates that the regression is statistically significant.
Decision: The hypothesis is not supported.

H7. State-level adolescent reproductive health policies that restrict adolescents from services are
negatively associated with the percentage difference in teen birth rates between 1992 and 2008.
Hypothesis 7 predicts that adolescent reproductive health policies restricting adolescents
from accessing services will be negatively associated with the percentage difference in teen
pregnancy rates between 1992 and 2008. First, the DV was regressed against the three control
variables. The resulting model can be viewed in Table 41.
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Table 41: Percentage Difference in Teen Birth Rates 1992 – 2008 Regressed Against 3 CVs
Beta Std. Error T-test Sig.
Constant
% Difference Median Income
-.206
% Difference Urbanization
-.062
% Difference Educational Attainment -.023

33.587 -.684 .497
.089 -1.427 .160
.000 -.432 .668
.373 .155 .877

R-Square = .047
Adjusted R-Square = -.015
F- test = .762
Sig = .521
None of the CVs in the model reached statistical significance at p = .10. The R-Square
was .047 indicating that the model explains less than 1% of the variance in the DV. The Fstatistic was .762 indicating poor model fit. A p-value of .521 indicates that the overall
regression is not significant.
Second, the DV of percentage difference in teen birth rates between 1992 and 2008 is
regressed against the 9 IVs. The resulting model can be viewed in Table 42.
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Table 42: Percentage Difference in Teen Birth Rates 1992 – 2008 Regressed Against 9 IVs
Beta Std. Error

t-test Sig.

6.149 -5.240 .000

Constant
Parent Involvement in Minors’ Abortions

.001

2.498

.003 .997

Teen Consent for Contraception

.004

1.846

.023 .982

-.099

3.091

-.644 .523

Abortion Restrictions

.077

.861

.367 .716

Accepts Title V Abstinence Funds

.167

3.074

.989 .329

Teen Restrictions for Prenatal Care

.238

3.087 1.412 .166

Teen Restrictions for STD Services

-.213

3.006 -1.354 .183

Family Planning Spending

-.266

.000 -1.698 .097

Sex Education

% Difference in Family Planning Spending 1994 - 2010 .161

.005

.992 .327

R Square = .232
Adjusted R Square = .059
F-test = 1.340
Sig = .248
Family planning spending (.097) is the only variable reaching statistical significance at p
= .10. Family planning spending had a Beta of -.266 indicating a negative and moderate impact.
The Adjusted R-Square is .059 indicating that this model explains less than 1% of the
variance in the DV. The F-test is 1.340 indicating poor model fit. The p-value of .248 indicates
that the overall regression is not statistically significant.
The final model can be viewed in Table 43.
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Table 43: Percentage Difference in Teen Birth Rates 1992 – 2008 Final Regression Model
Beta Std. Error
Constant

T-test Sig.

1.421 -20.597 .000

Family Planning Spending -.302

.000

-2.193 .033

R-Square = .091
Adjusted R-Square = .072
F- test = 4.808
Sig = .033
In the final model, family planning spending (.033) retains its statistical significance.
Family planning spending has a Beta of -.302 indicating a moderate and negative relationship
with the percentage difference in teen birth rates between 1992 and 2008. The more money states
spent on family planning, the smaller the decline in teen birth rates during this period. No other
IVs were found to affect the DV.
Decision: The hypothesis is not supported.

H8. State-level adolescent reproductive health policies that restrict adolescents from services are
negatively associated with the percentage difference in teen abortion rates between 1992 and
2008.
Hypothesis 8 predicts that adolescent reproductive health policies restricting adolescents
from accessing services will be negatively associated with the percentage difference in teen
pregnancy rates between 1992 and 2008. First, the DV was regressed against the three control
variables. The resulting model can be viewed in Table 44.

88

Table 44: Percentage Difference in Teen Abortion Rates 1992 – 2008 Regressed Against 3 CVs
Beta Std. Error T-test Sig.
Constant
% Difference Median Income
.074
% Difference Urbanization
-.268
% Difference Educational Attainment -.052

6.141 -7.545 .000
.088 .519 .606
.073 -1.780 .082
.434 -.344 .732

R-Square = .075
Adjusted R-Square = -.015
F- test = 1.244
Sig = .305
The percentage difference in urbanization (.082) was the only CV reaching statistical
significance in this model. A Beta weight of -.268 indicates a moderate negative effect such that
rising rates of urbanization are associated with declining teen abortion rates.
The model had an R-Square of .075 indicating that 7.5% of the variation of the
percentage difference in teen abortion rates between 1992 and 2008 is explained in the model.
The F-statistic is 1.244 indicating poor model fit, and the p-value of .305 indicates that the
overall regression is not statistically significant.
Second, the DV was regressed against the 9 IVs. The resulting model can be viewed in
Table 45.
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Table 45: Percentage Difference in Teen Abortion Rates Regressed Against 9 IVs

Constant
Parent Involvement in Minors’ Abortions

Beta Std. Error t-test Sig.
8.058 -4.474 .000
3.274 -1.713 .095
-.368

Teen Consent for Contraception

.199

2.419 1.073 .290

Sex Education

.020

4.051

Abortion Restrictions

.149

1.128

.128 .899
.694 .462

Accepts Title V Abstinence Funds

-.279

Teen Restrictions for Prenatal Care

-.060

4.028 -1.622 .113
4.045 -.348 .730

Teen Restrictions for STD Services

-.097

3.939

-.604 .549

Family Planning Spending

-.122

.000

% Difference in Family Planning Spending 1994 - 2010 -.058

.007

-.763 .449
-.348 .729

R Square = .201
Adjusted R Square = .022
F-test = 1.21
Sig = .371
Parental involvement in minors’ abortions (.095) was the only IV to reach statistical
significance at p = .10. A Beta of -.368 indicates a moderate and negative impact on the DV,
such that increased parental involvement is associated with a more rapid decline in teen abortion
rates.
The Adjusted R-Square is .022 indicating that the model explains less than 1% of the
variance in the DV. The F-statistic is 1.121 indicating poor model fit. The p-value is .371
indicating that the overall regression is not statistically significant.
Third, the percentage difference in teen abortion rates between 1992 and 2008 was
regressed against the percentage difference urbanization and parental involvement in minors’
abortions. The resulting final model can be viewed in Table 46.
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Table 46: Percentage Difference in Teen Abortion Rates 1992 – 2008 Final Regression Model
Beta Std. Error T-test Sig.
Constant

5.073 -7.224 .000

% Difference Urbanization
-.259
Parental Involvement in Minors’ Abortions -.301

.600 -1.931 .060
2.039 -2.246 .029

R Square = .157
Adjusted R Square = .121
F-test = 4.368
Sig = .018
Both variables, the percentage difference in urbanization (.06) and parental involvement
in minors’ abortions (.029), retained statistical significance at p = .10 in this model. The
percentage difference in urbanization had a Beta of -.259 indicating a moderate negative effect.
Parental involvement in minors’ abortions had a Beta of -.31 also indicating a moderate negative
effect.
The R-Square for the model was .157 indicating that the two variables explain 15.7% of
the variance in the difference in teen abortion rates between 1992 and 2008 in the model. The Fstatistic was 4.368 indicating the best model fit of any of the previous models for the DV. A pvalue of .018 indicates that the overall regression is statistically significant.
Decision: The hypothesis is supported.

H9. The positive impact size of state-level adolescent reproductive health policies that restrict
adolescents from services on the percentage difference in teen birth rates between 1992 and 2008
will be larger for Black and Hispanic teens than for White teens.
Hypothesis 9 predicts that there will be a disparate impact of restrictive adolescent health
policies on Black and Hispanic teens.
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Percentage Difference in Black Teen Birth Rates 1992-2008
First, the percentage difference in Black teen birth rates between 1992 and 2008 was
regressed against 3 CVs. The resulting model can be viewed in Table 47.
Table 47: Percentage Difference in Black Teen Birth Rates Between 1992 and 2008 Regressed
Against 3 CVs
Beta Std. Error T-test Sig.
Constant

.037 44.486 .000

% Difference Median Income
.312
% Difference Urbanization
-.105
% Difference Educational Attainment .246

.001
.004
.003

2.304 .026
-.740 .463
1.735 .089

R Square = .177
Adjusted R Square = .123
F-test = 3.287
Sig = .029
Two variables reached statistical significance: the percentage difference median income
(.026) and the percentage difference educational attainment (.089). The percentage difference in
median income had a Beta of .312 indicating a moderate positive effect. The percentage
difference in educational attainment also had a positive and moderate impact. This indicates that
as median income and educational attainment increased, the Black teen birth rate declined more
rapidly.
The R-Square of .177 indicates that the model explains over 17% of the variance in the
percentage difference in Black teen birth rates. The F-statistic of 3.287 indicates that the model
fit is relatively good. The p-value of .029 indicates that the overall regression is statistically
significant.
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Second, the percentage difference in Black teen birth rates between 1992 and 2008 was
regressed against the 9 IVs. The resulting model can be viewed in Table 48.
Table 48: Percentage Difference in Black Teen Birth Rates Regressed Against 9 IVs
Beta Std. Error

t-test Sig.

Constant
Parent Involvement in Minors’ Abortions

-.282

.051 34.156 .000
.021 -1.323 .193

Teen Consent for Contraception

-.002

.015

-.008 .993

Sex Education

.013

.026

.084 .934

Abortion Restrictions

.449

.007

2.107 .041

Accepts Title V Abstinence Funds

.213

.026

1.250 .219

Teen Restrictions for Prenatal Care

-.119

.026

-.699 .488

Teen Restrictions for STD Services

-.163

Family Planning Spending

-.124

.025 -1.023 .313
.000 -.783 .439

% Difference in Family Planning Spending 1994 - 2010 .068

.000

.417 .679

R Square = .215
Adjusted R Square = .038
F-test = 1.214
Sig = .341
The only IV reaching statistical significance at p = .10 was Abortion Restrictions (041).
Abortion Restrictions had a Beta of .449 indicating a moderate positive effect such that abortion
restrictions are associated with a smaller decline in Black teen birth rates.
The Adjusted R-Square for the model was .038 indicating that less than 1% of the
variance in the DV is explained. The F-statistic of 1.214 indicates poor model fit. The p-value of
.341 indicates that the overall regression is not significant.
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Third, the percentage difference in Black teen birth rates between 1992 and 2008 was
regressed against the two CVs and one IV reaching statistical significance at p - .10. The
resulting model can be viewed in Table 49.
Table 49: Percentage Difference in Black Teen Birth Rates Regressed Against Abortion
Restrictions, Controlling for Difference in Educational Attainment and Difference in Median
Income
Beta Std. Error T-test Sig.
Constant

.033 49.683 .000

% Difference Median Income
.296
% Difference Educational Attainment .189
Abortion Restrictions
.201

.001
.003
.003

2.205 .032
1.270 .210
1.352 .183

R Square = .177
Adjusted R Square = .123
F-test = 3.287
Sig = .029
After controlling for the percentage difference in median income, and the percentage
difference in educational attainment, Abortion Restrictions were no longer significant at p = .10.
Median income (.032) was the only variable retaining statistical significance in this model,
indicating that rising levels of median income is associated with larger declines in Black teen
birth rates.
The R-Square of .177 indicates that the model explains over 17% of the variance in the
DV. The F-statistic of 3.287 indicates a relatively good model fit in contrast with a model with
only CVs and a model with only IVs. The p-value of .029 indicates that the overall regression is
statistically significant.
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The final model for the percentage difference in Black teen birth rates can be viewed in
Table 50.
Table 50: Percentage Difference in Black Teen Birth Rates 1992 – 2008 Final Regression Model
Beta Std. Error

T-test Sig.

Constant

.014 121.402 .000

% Difference Median Income .298

.001

2.163 .036

R Square = .089
Adjusted R Square = .070
F-test = 4.678
Sig = .036
In the final model, the percentage difference in median income is the only variable and
retains statistical significance at p = .10 with a p-value of .036. A Beta of .298 indicates a
moderate positive effect such that rising median income is associated with a larger decline in
Black teen birth rates.
The R-Square of .089 indicates that this model explains less than 1% of the variance in
the percentage difference in Black teen birth rates between 1992 and 2008. The F-statistic is
4.678, indicating the best model fit of any of the others for the percentage difference in Black
teen birth rates 1992 – 2008. The p-value of .036 indicates that the overall regression is
statistically significant.

Percentage Difference in Hispanic Teen Birth Rates 1992-2008
First, the percentage difference in Hispanic teen birth rates between 1992 and 2008 was
regressed against the 3 CVs. The resulting model can be viewed in Table 51.
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Table 51: Percentage Difference in Hispanic Teen Birth Rates 1992 - 2008 Regressed Against 3
CVs
Beta Std. Error T-test Sig.
Constant

.090 17.368 .000

% Difference Median Income
.175
% Difference Urbanization
-.081
% Difference Educational Attainment .570

.001
.010
.006

1.484 .145
-.656 .515
4.608 .000

R Square = .375
Adjusted R Square = .335
F-test = 9.210
Sig = .000
The only CV reaching statistical significance at p = .10 in this model is the percentage
difference in educational attainment (.000). A Beta of .570 indicates a strong positive effect such
that rising levels of educational attainment are associated with larger declines in Hispanic teen
birth.
An R-Square of .375 indicates that the model explains 37% of the variance in the
percentage difference in Hispanic teen birth rates. The F-statistic of 9.210 indicates good model
fit and the p-value of .000 indicates that, with over 99.9% certainty, the overall regression is
statistically significant.
Second, the DV was regressed against the 9 IVs. The resulting model is shown in Table
52.
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Table 52: Percentage Difference Hispanic Teen Birth Rates 1992 - 2008 Regressed Against 9
IVs

Teen Consent for Contraception

Beta Std. Error t-test Sig.
.133 13.091 .000
.054 -1.323 .680
.083
.040 -.008 .742
.057

Sex Education

-.112

.067

.084 .443

Abortion Restrictions

.193

.019

2.107 .340

Accepts Title V Abstinence Funds

.340

.067

Teen Restrictions for Prenatal Care

.082

.067

1.250 .039
-.699 .608

Teen Restrictions for STD Services

-.082

Constant
Parent Involvement in Minors’ Abortions

Family Planning Spending
-.125
% Difference in Family Planning Spending 1994 - 2010 .092

.065 -1.023 .583
.000 -.783 .404
.000

.417 .559

R Square = .312
Adjusted R Square = .157
F-test = 2.012
Sig = .063
One IV, Accepts Title V Abstinence Funds (.039), reached statistical significance at
p = .10 in this model. A Beta weight of .340 indicates a positive and moderate impact on the DV.
An Adjusted R-Square of .157 indicates that the model explains 15.7% of the variance in
the percentage difference in Hispanic teen birth rates. The F-statistic of 2.012 indicates that this
model has a poorer fit than a model with only CVs. The p-value of .063 indicates that the overall
regression is statistically significant at p = .10.
Third, the percentage difference in Hispanic teen birth rates is regressed against the
percentage difference in educational attainment and acceptance of Title V abstinence funds. The
resulting model can be viewed in Table 53.
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Table 53: Percentage Difference in Hispanic Teen Births 1992-2008 Regressed Against Accepts
Title V Abstinence Funds and Percentage Difference in Educational Attainment
Beta Std. Error T-test Sig.
Constant

.075 21.402 .000

% Difference Educational Attainment .491
Accepts Title V Abstinence Funds
.207

.007
.053

3.836 .000
1.619 .112

R Square = .371
Adjusted R Square = .344
F-test = 13.860
Sig = .000
After controlling for the percentage difference in educational attainment, accepts Title V
abstinence funds was no longer significant at p = .10. The percentage difference in educational
attainment remained significant at .000. The Beta of .491 indicates a moderate and positive
impact such that rising rates of educational attainment are associated with more rapid declines in
Hispanic teen births.

Percentage Difference in White Teen Birth Rates 1992-2008
First, the percentage difference in White teen birth rates between 1992 and 2008 was
regressed against the 3 CVs. The resulting model can be viewed in Table 54.
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Table 54: Percentage Difference in White Teen Birth Rates 1992 - 2008 Regressed Against 3
CVs
Beta Std. Error T-test Sig.
Constant
% Difference Median Income
% Difference Urbanization

7.844 -9.088 .000
.136
-.019

.113 1.117 .270
.860 -.145 .885

% Difference Educational Attainment .564

.554 4.406 .000

R Square = .575
Adjusted R Square = .330
F-test = 7.563
Sig= .000
The only CV reaching statistical significance at p = .10 in this model is the percentage
difference in educational attainment (.000). A Beta of .564 indicates a strong positive effect and
indicates that rising levels of educational attainment are associated with a more rapid decline in
White teen birth rates.
An R-Square of .575 indicates that the model explains 57% of the variance in the
percentage difference in White teen birth rates. The F-statistic of 7.563 indicates good model fit
and the p-value of .000 indicates with over 99.9% certainty that the overall regression is
statistically significant.
Second, the DV was regressed against the 9 IVs. The resulting model can be viewed in
Table 55.
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Table 55: Percentage Difference White Teen Birth Rates 1992 - 2008 Regressed Against 9 IVs
Beta Std. Error
Constant

t-test Sig.

.035

10.638 -4.215 .000
4.322 .184 .855

Teen Consent for Contraception

-.206

3.193 -1.261 .215

Sex Education

-.020

5.348

Parent Involvement in Minors’ Abortions

Abortion Restrictions

.309

-.147 .884
1.489 1.635 .110

Accepts Title V Abstinence Funds

.345

5.317 2.284 .028

Teen Restrictions for Prenatal Care

.198

5.340 1.310 .198

Teen Restrictions for STD Services

-.053

Family Planning Spending
-.301
% Difference in Family Planning Spending 1994 - 2010 -.107

5.200

-.377 .709

.000 -2.140 .038
.009 -.737 .465

R Square = .382
Adjusted R Square = .243
F-test = 2.751
Sig = .013
Two IVs, accepts Title V Abstinence Funds (.028) and Family Planning Spending (.038),
reached statistical significance at p = .10 in this model. Accepts Title V abstinence funds had a
Beta weight of .345 indicating a positive and moderate impact on the DV. Family planning
spending had a Beta weight of -.301 indicating a moderate and negative impact on the DV.
An Adjusted R-Square of .243 indicates that the model explains 24.3% of the variance in
the percentage difference in White teen birth rates. The F-statistic of 2.751 indicates that this
model has poorer fit than a model with only CVs. The p-value of .013 indicates that the overall
regression is statistically significant.
Third, the percentage difference in White teen birth rates is regressed against the
percentage difference in educational attainment, acceptance of Title V abstinence funds and
family planning spending. The resulting model can be viewed in Table 56.
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Table 56: Percentage Difference in White Teen Births 1992 -2008 Regressed Against Accepts
Title V Abstinence Funds, controlling for Percentage Difference in Educational Attainment
Beta Std. Error T-test Sig.
Constant

6.505 -9.634 .000

Accepts Title V Abstinence Funding .145
Family Planning Spending
-.314

4.368 1.167 .249
.000 -2.752 .008

% Difference Educational Attainment .441

.545 3.499 .001

R Square = .421
Adjusted R Square = .384
F-test = 11.166
Sig= .000
After controlling for the percentage difference in educational attainment, accepts Title V
abstinence funding was no longer significant at p = .10 and was removed. Family planning
spending retained a negative and moderate effect such that higher levels of family planning
spending are associated with smaller declines in White teen birth. The final model can be viewed
in Table 57.
Table 57: Percentage Difference in White Teen Birth Rates 1992-2008 Final Regression Model
Beta Std. Error T-test Sig.
Constant
-.310

-9.677 .000
6.520
.000 -2.712 .009

% Difference Educational Attainment .503

.495 4.399 .001

Family Planning Spending

R Square = .404
Adjusted R Square = .379
F-test = 15.946
Sig= .000
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In the final model, family planning spending (.009) and the percentage difference in
educational attainment (.001) both retained statistical significance at p = .10. Family planning
spending had a Beta weight of -.310 indicating a moderate negative effect such that greater
funding levels are associated with a smaller decline in White teen birth rates. The percentage
difference in educational attainment retains a strong positive effect such that greater increases in
educational attainment are associated with larger declines in White teen birth rates.
An R-Square of .404 indicates that the final model explains 40.4% of the variance in the
DV. The F-statistic of 15.946 indicates that the final model has the best model fit of any of the
others for the percentage difference in White teen birth rates. A p-value of .000 indicates that,
with over 99.9% certainty, the regression is significant.
While this finding is worthy of further inquiry, the hypothesis is not supported. There
were no significant findings for the percentage difference in Black teen birth rates and the
percentage difference in Hispanic teen birth rates. This analysis indicates that family planning
spending is significantly associated with slower declines in rates of White teen birth between
1992 and 2008, but that funding has no relationship with changes in Black and Hispanic teen
birth rates.

Section Three Significant Findings
Significant findings in section three of the analysis are displayed in Table 59. Only
findings that were significant at p = .10 after using relevant control variables are displayed.
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Table 58: Section Three Significant Findings
Parental Involvement in Minors’
Abortions
Beta
Sig.

Family Planning Program
Spending
Beta
Sig.

% Difference in Teen Pregnancy
Rates

X

X

-.322

.023

% Difference in Teen Birth Rates

X

X

-.302

.033

% Difference in Teen Abortion
Rates
% Difference in White Teen Birth
Rates

-.301

.029

-.260

.07

X

X

.310

.009

Chapter Summary
Table 59 provides a summary of all research questions, accompanying hypotheses,
whether they are supported or not, and findings.
Table 59: Summary of Research Questions, Hypotheses, and Findings
Research Questions & Hypotheses
1. Do state adolescent reproductive health policies affect teen
pregnancy outcomes?

Findings

H1. State-level adolescent reproductive health policies that restrict
adolescents from services are positively associated with teen pregnancy
rates.
Not Supported
H2. State-level adolescent reproductive health policies that restrict
adolescents from services are positively associated with teen birth rates.
Supported
H3. State-level adolescent reproductive health policies that restrict
adolescents from services are negatively associated with teen abortion
rates.

None of the independent variables
were found to be associated with
the dependent variable.

Supported
2. Do state adolescent reproductive health policies differentially
affect minority teen pregnancy outcomes?
H4. State-level adolescent reproductive health policies that restrict
adolescents from services are positively associated with Black and
Hispanic teen birth rates.
Supported
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Parental involvement in minors’
abortions has a moderate and
positive effect on teen birth rates.
Teen restrictions for contraception
have a weak and positive effect on
teen abortion rates. Teen
restrictions on prenatal care have a
weak and negative effect on teen
abortion rates. Abortion restrictions
had a negative and moderate impact
on teen abortion rates.
Findings
Abortion Restrictions are strongly
and positively associated with rates
of Black Teen births and
moderately and positively

Research Questions & Hypotheses

H5. The impact size of state-level adolescent reproductive health
policies that restrict adolescents from services on teen birth rates is
larger for minority teens than for White teens.
Supported
3. Do state adolescent reproductive health policies affect teen
pregnancy outcomes over time?
H6. State-level adolescent reproductive health policies that restrict
adolescents from services are negatively associated with an absolute
percentage decline in teen pregnancy rates between 1992 and 2008.
Not Supported
H7. State-level adolescent reproductive health policies that restrict
adolescents from services are negatively associated with an absolute
percentage decline in teen birth rates between 1992 and 2008.
Not Supported
H8. State-level adolescent reproductive health policies that restrict
adolescents from services are positively associated with an absolute
percentage decline in teen abortion rates between 1992 and 2008.
Supported
H9. The positive impact size of state-level adolescent reproductive
health policies that restrict adolescents from services on the absolute
percentage decline in teen birth rates between 1992 and 2008 will be
larger for Black and Hispanic teens than for White teens.

Not Supported

associated with rates of Hispanic
teen birth.
Abortion restrictions had a positive
impact on the rate of both Black
and Hispanic teen births and no
impact on rates of White teen birth.
Findings

Family planning spending has a
moderate and negative impact on
the percentage decline in teen
pregnancy rates.
Family planning has a moderate
and negative impact on the
percentage decline in teen birth
rates.
Parental involvement in minors’
abortions has a moderate and
negative effect on the percentage
decline in teen abortion rates.
Family planning spending had a
moderate and negative effect such
that greater funding levels are
associated with a larger decline in
White teen birth rates. The
percentage declines in rates of
Black and Hispanic teen birth were
unaffected.

While most hypotheses in this study are supported, in multiple instances only one IV is
found to be associated with the DV. Further, while this research was primarily intended to gain
an understanding of the ways in which preventive health policies impact teen pregnancy
outcomes, in many cases, only abortion-related statutes are found to have an impact. The vast
majority of preventive policies were found to have no impact on rates of pregnancy, birth, and
abortion. Additionally, the control variable of educational attainment was the most significant
predictor in several models. Despite the relatively limited findings, there are some important
conclusions that can be drawn from this research regarding the ways in which preventive health
policies play a role in teen pregnancy outcomes.
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In section one, restrictions on teen access to confidential prenatal care were found to have
a negative association with rates of teen abortion. Restricting teen access to contraceptive
services had a positive association with rates of teen abortion. While important, it should be
noted that both of these relationships were weak. In section two, Title V abstinence education
funds are found to impact Hispanic and White teen births positively. In section three, higher
levels of family planning spending are found to have accelerated declines in teen pregnancy and
teen birth.
This research also provides some evidence of disparate impact of reproductive health
statutes on minority teens.
The majority of the findings in Table 59 are related to the impact of restrictive abortion
statutes. Parental involvement in minors’ abortions was found to have a significant positive
impact on rates of teen birth. Restrictions on abortion, which include state policies such as
mandatory ultrasound, restrictions on Medicaid funding for abortion, restrictions on insurance
coverage, mandatory counseling and imposed waiting periods are found to have a significant
negative impact on rates of teen abortion. Parental involvement in minors’ abortions is associated
with a reduction in teen abortion rates 1992-2008.
Restrictive abortion statutes are also found to impact minority teens disparately.
Restrictions on abortion are positively associated with rates of Black and Hispanic teen birth, but
not White teen birth. This suggests that while White teens are able to overcome state abortion
restrictions, Black and Hispanic teens are not. This relationship was retained after controlling for
income and educational attainment.
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CHAPTER FIVE: DISCUSSION
The Impact of State Adolescent Reproductive Health Policies on Teen Pregnancy Outcomes
Section one analyzed the effect of eight state adolescent reproductive health policy
outputs on teen pregnancy, birth, and abortion rates for 2008. Three hypotheses predicted that
restrictive state level adolescent reproductive health policies would have a positive impact on
rates of teen pregnancy and teen birth and a negative impact on teen abortion. While two
hypotheses were confirmed, there were just two findings in this section related to the ways in
which preventive health policies impact teen pregnancy outcomes. Restrictions on minors’
access to confidential prenatal care are associated with reduced rates of teen abortion while
contraceptive services are associated with increases in rates of teen abortion. While these are
potentially important findings, in both cases the relationship was statistically significant but
weak.
The other findings were related to abortion policy, and validate previous research
findings. Requiring parental involvement for minors’ abortions is found to increase teen births.
Presumably, this indicates that pregnant minors are more likely to choose to continue their
pregnancies when parental involvement is mandated. State abortion restrictions, which include
restrictions on public funding for abortion, mandatory counseling, mandatory waiting periods,
mandated parental involvement, restrictions on private insurance, and mandatory ultrasounds,
were found to be negatively associated with rates of teen abortion. States with more restrictions
on abortion had lower rates of abortion among teens. This finding validates previous similar
research findings (Haas-Wilson, 1992; Henshaw, 1995; Haas-Wilson, 1996; Coles et. al, 2010,
New, 2011).
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Surprisingly, rates of teen pregnancy were found to be unaffected by any of the
adolescent reproductive health policies. This may indicate that preventive health and abortionrelated policies primarily affect teens that are already pregnant, rather than those that are seeking
to prevent pregnancy. A major objective of this research was to determine which policies may
prevent teens from getting pregnant. This finding casts doubt on how effective reproductive
health policies are in accomplishing this objective.

Directions for Future Research
The finding that limits on contraceptive access increases rates of teen abortion is
concerning and demonstrates that statutes impacting preventive reproductive healthcare impact
teen pregnancy outcomes. A wealth of research exists on the importance of confidential
reproductive health services for teens (Cheng et. al, 1993; Ginsberg et. al, 1995; Ford et. al,
1997; Reddy et. al, 2002). This is the first known finding that limiting contraceptive care has the
adverse impact of increasing rates of teen abortion. The implication is that these policies may
cause teens to avoid accessing contraceptive services, which increases sexually active teens’ risk
of becoming pregnant and subsequently choosing termination. It is unclear why this variable was
not found to impact teen pregnancy, as would be expected. More research is needed to
understand the impact of restricting contraceptive access for teens.
Mandatory parental involvement in teens’ prenatal care was associated with reduced rates
of teen abortion. This finding suggests that mandating parental involvement in early pregnancy
care may have the effect of causing teen girls to postpone a continuation or termination decision
until later in the pregnancy when abortion is no longer an option. This would indicate that teens
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are not receiving critical early prenatal care, which may negatively impact her health and the
health of the fetus. Late access to prenatal care is already well-documented among teens
(Klepinger et. al, 1999; Hueston et. al, 2008). More research is needed to determine how abortion
restrictions and mandated parental involvement may play a role in exacerbating poor maternalchild outcomes related to late prenatal care. The literature review in Chapter Two noted the
absence of studies that use teen access to prenatal care as a predictor of teen pregnancy
outcomes. It was hypothesized that early confidential pregnancy services may facilitate earlier
pregnancy continuation or termination decisions for teens. Restrictions on both teen abortion and
teen prenatal care may have a similar impact of dissuading teens from seeking care should they
believe that their parents would be notified.
More research is needed to determine how mandated parental involvement in minors’
abortion decisions increases teen birth. Qualitative and survey research would provide insight
into whether these policies are having a positive or negative effect on teens. For example, do
these policies facilitate conversations between parent and child that lead teen girls to choose to
continue their pregnancies? Alternatively, do they lead to teen girls postponing their continuation
or termination decision until later in pregnancy when abortion is no longer an option? More
research is needed on how states that have restricted access to abortion can mitigate the effect of
increasing teen birth rates, particularly since existing preventive reproductive health policies in
this study are found not to impact teen birth.
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The Disparate Impact of State Adolescent Reproductive Health Policies
Preventive health statutes were not found to have a significant disparate impact in this
section. This research validates previous research findings that restrictive abortion statutes have a
disproportionate impact on rates of minority teen birth.
It is well-established that the experience of minority women differs substantially from
White women in the healthcare system (Randall, 1993; Lado, 2001; Bowser, 2001; Bobinski &
Epps, 2002; Oberman & Schaps, 1998). It has further been noted that minority women lack
access to comprehensive reproductive health services (Shelton et. al, 1992). This section did not
find any evidence that pregnancy outcomes were exacerbated by preventive adolescent
reproductive health policies.
Previous research has established a larger impact of bans on public funding for abortion
on minority teens than White teens (Haas-Wilson, 1992; Haas-Wilson, 1996; Ellertson, 1997;
Ostfeld, 1994; Coles et. al, 2010). A significant finding of this research is that state abortion
restrictions are found disproportionately to increase rates of Black and Hispanic teen birth. In
fact, in this study, it appears that White teens are entirely unaffected by such restrictions while
Black and Hispanic teens are heavily impacted. State abortion restrictions were found to be
strongly associated with rates of Black teen birth and moderately associated with rates of
Hispanic teen birth. This finding was unaffected by control variables of urbanization, median
income, and educational attainment and, therefore, does not appear to be related to
socioeconomic status, education level or access to an abortion provider. It should be of concern
to policymakers that restrictive abortion policies have a significant negative impact on teens and
that this impact is concentrated entirely among minorities.
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Abstinence education funding is found to increase rates of Hispanic and White teen birth,
but not Black teen birth. Abstinence education funding is associated with an increase in teen
births in both of these groups. This was an interesting finding because it does not indicate
disparate impact on minorities given that the effect was found among both Hispanic and White
teens. It is unclear why abstinence education programs would have a negative impact on
Hispanic and White but not Black teens. Abstinence education programs have previously been
associated with a rise in teen birth rates (Stanger-Hall & Hall, 2011).

Directions for Future Research
More research is needed to determine how young women of color experience
reproductive healthcare, including identifying barriers to preventive family planning services.
The finding that Black and Hispanic rates of teen birth are inequitably impacted by abortion
restrictions, even when controlling for income, should be considered a serious concern to
policymakers.
It is not clear why Title V abstinence education programs would impact White and
Hispanic teens but not Black teens. This is a potential area for future research. That abstinence
education programs are adversely impacting teen birth at all, however, should concern
policymakers interested in reducing teen pregnancies. In 2000, the newly created Office of
Adolescent Health (OAH) announced a new funding program to prevent teen pregnancy
exclusively focused on the replication of evidence-based programs throughout the United States
(Office of Adolescent Health, 2010). This funding program has distributed $75 million per year
in grants to organizations implementing program models that have undergone rigorous

110

experimental or quasi-experimental evaluations. Given that abstinence education funds played a
major role in the findings of this research, researchers should be highly interested in the impact
of OAH grants on teen pregnancy outcomes at the end of this funding period. Of note, many
OAH funded programs are replicated in targeted populations of Black and Hispanic teens,
integrating cultural values into prevention messages (Office of Adolescent Health, 2010). The
impact of such funding programs may provide insight into effective strategies for increasing
equity in teen pregnancy prevention across racial and ethnic groups.

The Impact of State Adolescent Reproductive Health Policies on Teen Pregnancy Outcomes over
Time
The only preventive health policy found to impact the change in teen pregnancy
outcomes between 1992 and 2008 was family planning spending. Family planning spending was,
however, not a restrictive statute and instead it is a positive preventive program aimed at
reducing unintended teen births. Unexpectedly, family planning spending was found to be a
significant predictor of both the difference in teen pregnancy and teen birth between 1992 and
2008. In both cases, increased levels of state family planning spending are moderately associated
with smaller declines in rates. States with larger spending levels have had slower declines in teen
pregnancy and teen birth. While this funding appears to cast doubt on the impact of publiclyfunded family planning programs with regard to improving teen pregnancy outcomes, it is
worthy of further inquiry.
While family planning spending was found to associated with teen pregnancy and teen
birth rates, the effect is entirely concentrated among White teens. Family planning spending had
no impact on the difference in Black and Hispanic teen births.
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Title X and other family planning funding programs are often distributed to states based
on need. Therefore, it is possible that the relationship as it appears in this research is spurious,
only indicating the responsiveness of grant makers to the need for additional services or local
rises in teen pregnancy.
Mandated parental involvement in minors’ abortions is found to be associated with a
slower decline in teen abortion between 1992 and 2008. This finding appears to contradict
research findings in Section One. In Section One, mandated parental involvement in minors’
abortions is found to have moderately and positively affected teen birth rates. In Section Three,
the same policies are found to have more slowly reduced rates of teen abortion. It would seem
that if mandating parental involvement in minors’ abortions increases rates of teen birth, this
would be because teens are less likely to access abortion services when the policy is in effect. A
slower decline in teen abortion rates would seem to contradict that finding.

Directions for Future Research
Of note was the important relationship between the control variables and the difference in
Black and Hispanic teen birth rates. There was a positive relationship between educational
attainment and median income and the difference in Black teen birth rates. This indicates that as
median income and educational attainment increased, the Black teen birth rate declined,
considerably, more rapidly. There was likewise a positive relationship between educational
attainment and the difference in Hispanic teen birth rates. As educational attainment increased,
Hispanic teen births declined more rapidly. This confirms the importance of socioeconomic
factors in reducing rates of teen pregnancy in minority communities.
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Limitations
This study is limited in that teenage pregnancy rates are based on a definition of “teen”
that is inherently limited. Teens are defined as individuals aged 15-19, which excludes teens
younger than 15, and includes teens aged 18 and 19, who are not minors. This is a potentially
significant limitation given that the population reflected by the dependent variables is not
necessarily impacted by all of the policies under study. This would be overcome by using
independent variables that reflect teen pregnancy rates among teens aged 13-17. Such data was
not available for this research.
This study is significantly limited by the lack of state-level data on teen sexual health
behaviors such as median age at first intercourse, median number of sexual partners, use of
contraception, use of confidential reproductive health services, and others. The conceptual
framework predicts that adolescent policy outputs will affect related policy outcomes. In order
for health policies to impact outcomes, such policies must impact health behaviors. Because data
related to health behaviors was unavailable, it was not possible to find associations between
policies and behaviors. A study on these state-level measures of teen sexual health behaviors
would enhance researchers’ ability to provide insight into the ways that adolescent reproductive
health policies impact adolescent reproductive health.
Another limitation is that this study utilizes only three measures of teen pregnancy
outcomes: pregnancy, birth, and abortion. Several of the findings in this research would be
enhanced by the addition of independent variables measuring maternal-child health for teens.
This data was not available for this study. For example, evaluating the ways in which restrictive
statutes impact adverse outcomes such as a second trimester pregnancy loss, preterm birth, and

113

low birth weight among teen mothers would provide additional context and direction for health
policy.
Several research findings leave additional questions related to how the policy may have
influenced teen decision-making. Quantitative state-level research cannot provide these answers.
Qualitative and survey research would provide additional context into how teens interact with
healthcare providers and how policies influence the ways that they make reproductive health
decisions. Specific examples of this are discussed throughout directions for future research.
State-level research is inherently limited in that a population of 50 is small. Therefore,
statistical power may have been limited throughout the hypotheses testing. Statistical power is
the probability that the test will reject the null hypothesis when it should be rejected. Thus, the
findings in this research may have understated the impact of certain variables, for this reason.
Finally, it must be noted that in most cases of confirmed hypotheses only one or two
policies were found to impact the independent variable. Because of the way the hypotheses were
structured, several are confirmed despite these relatively weak findings. The conclusions that can
be drawn from this research are therefore quite limited.

Conclusions
The theoretical framework for this research suggests that policy outputs should be
associated with related health outcomes. The “Expanded Systems Model,” (Martin & Kettner,
2010) sees programs as ongoing learning cycles whereby planning, data collection, analysis and
reflection and action and improvement cycle comprise an accountability-based model of program
design and evaluation. An objective of this research was to evaluate whether preventive health
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policies have an impact on teen pregnancy outcomes in the way that abortion policies do and to
determine whether there was a disparate impact on those outcomes. Although most research
hypotheses are confirmed in this study, there are multiple instances in which only one or two
independent variables are found to impact the dependent variable. Further, many of the findings
in this research find that abortion-related policies have the larger and most consistent effects
while the impact of preventive health policies are limited.
Though the impacts are limited, there are a few important findings related to preventive
health policies. Teen restrictions on prenatal care, teen restrictions on contraceptive access, state
acceptance of abstinence education funds and family planning spending are found to impact teen
pregnancy outcomes. This research validates previous research finding that abortion restrictions
increase rates of teen birth and that such effects are highly concentrated among Black and
Hispanic teens.
In addition to future research directions, several important policy recommendations are
offered. First, the demonstrated negative impact of abstinence-only education funding should be
understood by policymakers as adding to the body of evidence suggesting that this funding needs
to be reevaluated (Stanger-Hall & Hall, 2011). The finding that these programs have a disparate
impact on Hispanic and White teens should be further explored but is of secondary importance to
the findings that these programs have the opposite of their intended effect. Second, state
policymakers need to consider the disparate impact of abortion restrictions. State legislatures
continue to implement policies restricting access to reproductive healthcare for all women. 2011
was a record year for such restrictions, which included restrictions on both preventive
reproductive healthcare, as well as abortion (Guttmacher Institute, 2011). Regardless of political
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opinion, it is critical that state legislatures consider the potential disparate impact of such
policies. Anti-abortion policies have been significantly associated with increased rates of Black
and Hispanic teen birth. Given all that is known about the negative lifelong socioeconomic
impact of teen motherhood, this is a very serious policy concern.
Reductions in teen pregnancy, birth, and abortion rates are all desirable. Policies should
be implemented which reduce disparities among racial and ethnic groups. Policies that are
ineffective, harmful, or exacerbate disparities should be revisited. The findings of this research
indicate that adolescent reproductive health policies have impacted health outcomes for teen girls
between 1992 and 2008; that restrictions on services or information have a demonstrated
negative impact; and that such impact disproportionately harms Black and Hispanic teens.
Ultimately, adolescent reproductive health policies should be focused on improving health
outcomes for all teens.
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APPENDIX A:
TEEN PREGNANCY OUTCOMES IN ACROSS STATES 2008
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Teen Pregnancy Teen Birth Teen Abortion White Teen

Black Teen

Hispanic Teen

Rate

Rate

Rate

Birth Rate

Birth Rate

Birth Rate

Alabama

73

51

11

40

64

123

Alaska

69

44

15

29

41

46

Arizona

82

54

15

29

52

85

Arkansas

82

60

10

52

83

81

California

72

38

24

16

41

60

Colorado

66

40

16

23

54

86

Connecticut

55

23

26

9

40

66

Delaware

81

38

32

24

55

94

Florida

73

40

22

29

63

47

Georgia

78

50

16

35

63

108

Hawaii

76

39

27

33

44

77

Idaho

57

40

8

31

60

89

Illinois

68

39

20

21

71

67

Indiana

59

41

8

35

69

73

Iowa

51

33

10

28

78

84

Kansas

63

44

9

34

74

93

Kentucky

71

53

7

50

69

96

Louisiana

80

54

14

40

73

70

Maine

43

25

12

25

33

33

Maryland

63

33

22

19

49

67

Massachusetts 42

20

17

12

38

57

Michigan

58

32

18

22

64

65

Minnesota

42

26

10

18

64

80

Mississippi

90

64

12

50

77
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Teen Pregnancy Teen Birth Teen Abortion White Teen

Black Teen

Hispanic Teen

Rate

Rate

Rate

Birth Rate

Birth Rate

Birth Rate

Missouri

65

44

11

37

70

74

Montana

59

39

11

31

58

51

Nebraska

50

36

7

24

83

104

Nevada

84

49

23

32

59

74

33

19

9

18

26

45

New Jersey

62

24

30

8

50

55

New Mexico

93

61

17

32

44

78

New York

71

26

37

14

38

50

North Carolina 72

47

14

33

61

104

North Dakota 42

28

8

19

58

82

Ohio

62

39

14

32

75

70

Oklahoma

80

58

9

48

69

90

Oregon

60

36

16

27

51

83

Pennsylvania

56

30

18

20

71

79

Rhode Island

53

28

18

16

44

69

South Carolina 76

51

14

38

69

103

South Dakota 53

39

5

25

30

101

Tennessee

76

52

12

43

74

115

Texas

85

61

11

34

63

89

Utah

48

35

6

24

43

97

Vermont

38

20

13

21

58

16

Virginia

56

33

15

24

58

16

Washington

60

33

19

24

49

60

New
Hampshire
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Teen Pregnancy Teen Birth Teen Abortion White Teen

Black Teen

Hispanic Teen

Rate

Rate

Rate

Birth Rate

Birth Rate

Birth Rate

West Virginia 65

47

8

47

47

32

Wisconsin

45

30

8

19

82

75

Wyoming

68

47

10

42

58

87
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APPENDIX B:
STATE REPRODUCTIVE HEALTH POLICY OUTPUTS
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Parent Involvement

Teen Restrictions on Sex

Abortion

Accepts Title V

Teen Restrictions Teen Restrictions Family planning

in Minors Abortions Contraception

Education Restrictions

Abstinence Funds for Prenatal Care

for STD services

dollars spent

Alabama

3

3

0

5

1

0

1

47056.00

Alaska

3

1

0

1

0

0

1

5487.00

Arizona

3

1

0

4

0

1

1

64707.00

Arkansas

3

1

0

5

1

0

1

30073.00

California

3

1

1

0

0

0

0

605647.00

Colorado

2

1

1

3

0

0

0

24562.00

Connecticut

1

3

0

0

0

1

1

11446.00

Delaware

2

2

1

2

0

0

0

7219.00

Florida

2

2

0

3

1

0

1

103078.00

Georgia

2

1

0

5

1

0

1

92139.00

Hawaii

1

3

1

0

1

1

1

8418.00

Idaho

3

1

0

6

0

0

1

7746.00

Illinois

2

2

0

1

1

0

1

57003.00

Indiana

3

3

0

4

1

1

1

22381.00

Iowa

2

1

1

2

0

1

0

20001.00

Kansas

2

2

0

5

0

1

1

10564.00
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Parent Involvement

Teen Restrictions on Sex

Abortion

Accepts Title V

Teen Restrictions Teen Restrictions Family planning

in Minors Abortions Contraception

Education Restrictions

Abstinence Funds for Prenatal Care

for STD services

dollars spent

Kentucky

3

1

0

5

1

0

1

53422.00

Louisiana

3

3

0

6

1

1

1

39311.00

Maine

1

2

1

1

0

1

1

7576.00

Maryland

2

1

0

0

1

0

1

47563.00

Massachusetts 3

1

0

2

0

0

1

50927.00

Michigan

3

3

1

5

1

0

1

54084.00

Minnesota

2

1

0

3

0

0

1

21985.00

Mississippi

3

3

0

5

1

0

0

25271.00

Missouri

3

3

0

6

1

0

1

45753.00

Montana

2

1

0

0

0

0

1

4467.00

Nebraska

2

3

0

6

1

1

1

7445.00

Nevada

2

3

0

1

1

1

0

7130.00

1

2

0

1

1

1

1

4597.00

2

3

1

0

0

0

1

36392.00

New Mexico 3

1

0

0

0

0

0

12466.00

New
Hampshire
New Jersey
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Parent Involvement

Teen Restrictions on Sex

Abortion

Accepts Title V

Teen Restrictions Teen Restrictions Family planning

in Minors Abortions Contraception

Education Restrictions

Abstinence Funds for Prenatal Care

for STD services

dollars spent

1

1

0

0

0

0

0

127512.00

North Carolina1

1

1

2

1

0

0

79230.00

North Dakota 3

2

0

6

1

1

1

2098.00

Ohio

3

2

0

6

0

1

0

41637.00

Oklahoma

3

3

0

6

1

0

1

31021.00

Oregon

1

1

1

0

1

1

0

41284.00

Pennsylvania 3

3

0

4

1

0

0

89419.00

Rhode Island 3

2

1

3

0

1

0

3747.00

South Carolina3

3

0

6

1

1

1

33729.00

South Dakota 2

3

0

5

1

1

1

3236.00

Tennessee

3

1

0

2

1

0

0

55608.00

Texas

3

3

0

4

1

0

1

148372.00

Utah

3

3

1

5

1

0

1

6241.00

Vermont

1

3

0

0

0

1

0

5187.00

Virginia

3

1

0

5

0

0

0

32607.00

Washington

1

1

1

0

1

0

1

67304.00

New York
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Parent Involvement

Teen Restrictions on Sex

in Minors Abortions Contraception

Abortion

Accepts Title V

Teen Restrictions Teen Restrictions Family planning

Education Restrictions

Abstinence Funds for Prenatal Care

for STD services

dollars spent

West Virginia 2

3

0

4

1

1

1

11623.00

Wisconsin

3

2

1

5

0

1

1

47131.00

Wyoming

3

1

0

2

0

1

0

2351.00
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Sections One and Two

Section Three

Median Income
High School

% Urban Pop % Difference Median %Difference in High School Graduation

%Difference in Urbanization

Diploma

2000

Income

Rates Between 1990-2008

1990-2000

2008

Alabama

44476

81.90

55.40

12.15

18.32

-2.30

Alaska

63989

91.60

65.60

28.93

5.46

7.59

Arizona

46914

83.80

88.20

17.58

6.09

1.96

Arkansas

39586

82.00

52.50

7.92

19.15

.92

California

57014

80.20

94.40

21.89

4.99

.78

Colorado

60943

88.90

84.50

35.37

5.06

.83

Connecticut

64682

88.60

87.70

17.47

10.61

.88

Delaware

50702

87.20

80.10

-.58

11.12

1.13

Florida

46227

85.20

89.30

12.96

12.68

1.45

Georgia

61521

83.90

71.60

44.09

15.49

4.19

Hawaii

47420

90.30

91.50

-6.69

11.30

1.12

Idaho

53254

87.90

66.40

37.10

9.33

6.75

Illinois

46520

85.90

87.80

-2.01

11.29

1.66

Indiana

50142

86.20

70.80

14.81

12.30

2.37

127

Sections One and Two

Section Three

Median Income
High School

% Urban Pop % Difference Median %Difference in High School Graduation

%Difference in Urbanization

Diploma

2000

Income

Rates Between 1990-2008

1990-2000

2008

Iowa

47877

90.30

61.10

14.46

11.30

2.79

Kansas

41148

89.50

71.40

-2.69

9.16

2.82

Kentucky

39563

81.30

55.80

2.73

20.54

-.17

Louisiana

47228

81.20

72.60

24.09

15.89

-.44

Maine

63711

89.70

40.20

55.68

12.15

-5.58

Maryland

60320

88.00

86.10

16.30

10.91

1.30

Massachusetts 49788

88.70

91.40

-2.70

9.81

.99

Michigan

54925

88.10

74.70

20.18

12.83

-.67

Minnesota

36446

91.60

70.90

-21.65

10.04

2.81

Mississippi

46038

79.90

48.80

28.85

19.52

-.58

Missouri

42900

86.50

69.40

2.32

14.57

-.27

Montana

50728

90.90

54.10

36.46

10.89

-4.06

Nebraska

54744

90.10

69.80

29.70

9.21

3.80

Nevada

66176

83.50

91.50

52.23

5.63

4.75
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Sections One and Two

Section Three

Median Income
High School

% Urban Pop % Difference Median %Difference in High School Graduation

%Difference in Urbanization

Diploma

2000

Income

Rates Between 1990-2008

1990-2000

65306

90.90

59.30

34.97

9.57

3.55

New Jersey

42102

87.40

94.40

-24.32

12.24

.92

New Mexico

50461

82.40

75.00

39.01

8.86

-.11

New York

42930

84.10

87.50

-10.64

11.06

.13

North Carolina 49631

83.60

60.20

18.83

16.27

4.20

North Dakota 46934

89.60

55.90

16.81

14.40

4.66

Ohio

46111

87.60

77.40

5.67

13.58

-.24

Oklahoma

51727

85.50

65.30

37.19

12.75

.26

Oregon

51402

88.60

78.70

23.69

8.01

5.11

Pennsylvania 53241

87.50

77.10

18.27

14.63

.33

Rhode Island

42155

83.70

90.90

-9.92

13.98

1.09

South Carolina 51600

83.20

60.50

26.62

17.91

-1.68

South Dakota 39702

90.30

51.90

2.58

14.62

3.01

2008

New
Hampshire
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Sections One and Two

Section Three

Median Income
High School

% Urban Pop % Difference Median %Difference in High School Graduation

%Difference in Urbanization

Diploma

2000

Income

Rates Between 1990-2008

1990-2000

2008

Tennessee

46490

83.00

63.60

14.65

19.16

1.54

Texas

62537

79.60

82.50

53.67

9.42

1.62

Utah

50706

90.40

82.20

22.17

5.86

1.64

Vermont

61985

90.60

38.20

43.59

10.82

-5.02

Virginia

56631

85.90

73.00

24.49

12.46

2.10

Washington

37994

89.60

82.00

-17.99

6.47

2.53

West Virginia 51200

82.20

46.10

36.76

19.71

-1.73

Wisconsin

53337

89.60

68.30

20.01

12.28

1.54

Wyoming

46227

91.70

65.10

7.19

9.49

-3.01
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% Difference in % Difference in

% Difference in

% Difference % Difference %Difference in

White teen births Black teen births Hispanic teen

in teen

in teen birth teen abortion

between 1992-08 between 1992 and births between

pregnancy

rate

rate

2008**

1992 and 2008**

Alabama

-27.27

-41.28

86.36

-37.07

-29.17

-59.26

Alaska

-42.00

-52.87

-34.29

-37.84

-32.31

-50.00

Arizona

-63.75

-53.57

-37.04

-37.40

-32.50

-53.13

Arkansas

-17.46

-25.89

-12.90

-28.70

-20.00

-56.52

California

-79.75

-56.84

-51.22

-54.14

-47.95

-61.90

Colorado

-58.93

-.50

-28.92

-40.54

-31.03

-56.76

Connecticut

-71.88

-57.45

-65.00

-42.11

-41.03

-40.91

Delaware

-41.46

-55.28

-28.79

-31.93

-35.59

-27.27

Florida

-43.14

-51.22

-18.97

-55.91

-52.34

-60.00

Georgia

-36.36

-45.72

11.34

-41.60

-38.46

-47.62

Hawaii

.00

-34.33

-22.22

-38.10

-32.43

-52.94

Idaho

-39.22

-47.53

-29.92

-45.71

-27.78

-60.29

Illinois

-75.56

-51.03

-36.79

-25.97

-23.08

-42.86

Indiana

-31.37

-45.24

4.28

-38.74

-38.10

-37.50

Iowa

-26.32

-43.48

-5.62

-37.23

-30.51

-63.64

Kansas

-32.00

-45.98

-4.12

-22.73

-19.51

-37.50

Kentucky

-18.03

-43.00

100.00

-30.00

-21.43

-57.14

Louisiana

-21.57

-38.14

204.34

-28.28

-18.46

-63.16

Maine

-37.50

-46.02

-2.03

-25.93

-28.95

-6.67

Maryland

-40.63

-48.42

15.52

-38.57

-37.50

-40.00

Massachusetts -63.63

-60.82

-55.70

-46.61

-35.29

-57.69

Michigan

-48.80

-24.42

-51.16

-47.37

-55.26

-47.62
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Minnesota

-40.00

-60.74

-14.89

-46.30

-43.86

-51.35

Mississippi

-12.28

-33.62

277.77

-34.38

-27.78

-47.37

Missouri

-27.45

-51.32

17.46

-25.62

-23.81

-36.84

Montana

-18.42

-47.08

-21.53

-35.00

-30.16

-50.00

Nebraska

-33.33

-34.96

6.12

-27.16

-15.22

-52.17

Nevada

-51.51

-56.93

-39.84

-29.58

-12.20

-65.00

-41.94

-46.02

-2.03

-41.26

-30.99

-56.60

-69.23

-51.46

-29.49

-46.77

-38.71

-59.09

New Mexico -60.00

-42.11

-24.27

-35.42

-38.46

-33.33

New York

-64.10

-48.66

-39.76

-27.34

-23.75

-43.33

-37.73

-43.52

-21.21

-39.83

-42.22

-37.29

North Dakota -38.70

-46.02

-2.03

-40.00

-31.88

-58.82

Ohio

-31.91

-43.18

6.67

-28.81

-24.32

-38.46

Oklahoma

-23.81

-40.52

-1.09

-33.33

-32.76

-33.33

Oregon

-48.08

-55.26

-38.06

-20.00

-17.14

-35.71

Pennsylvania -42.86

-44.09

-53.00

-39.39

-32.08

-50.00

Rhode Island -60.00

-66.41

-42.97

-33.33

-33.33

-33.33

-26.92

-31.00

56.06

-43.01

-39.13

-48.57

South Dakota -28.57

-46.02

-2.03

-30.28

-27.14

-39.13

Tennessee

-27.12

-50.00

64.29

-28.38

-18.75

-64.29

Texas

-54.67

-44.25

-20.54

-31.53

-26.76

-50.00

Utah

-46.67

-46.42

-9.35

-30.33

-21.79

-57.69

Vermont

-41.67

-46.02

-2.03

-26.15

-23.91

-33.33

New
Hampshire
New Jersey

North
Carolina

South
Carolina
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Virginia

-40.00

-49.95

-74.60

-46.48

-44.44

-50.00

Washington

-51.02

-46.74

-54.88

-44.55

-36.54

-57.14

West Virginia -16.07

-38.96

10.81

-43.93

-35.29

-54.76

Wisconsin

-36.67

-51.00

-21.05

-23.53

-16.07

-50.00

Wyoming

-12.50

-45.36

10.13

-38.36

-28.57

-61.90

** Variable had some missing values that were imputed using EM function. Variable did not
have a normal distribution and was adjusted with a log transformation.
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